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• ABSTRACT 

Stigma has been identified as a majo1· banier to the disclosure of HIV status; this constitutes a 

serious public health challenge to halting the spread of new infections. Evidence in Nigeria has

shown that young people aged 15-24 years have l1igher incidence of HIV infection. Attaining the 

goal of zero new HIV infection partly depends on HIV status disclosure and social support for 

young people living with the virus. This study assessed the perceived stign,a and status

disclosure a1nong HIV positive young people receiving treat1nent at the University of Abuja 

Teaching Hospital, Gwagwa]ada. 

A descriptive cross-sectional study was carried out using both quantitative and qualitative 

1nethods. A total population of 230 HIV positive young people aged 15-24 years receiving 

treatment in the hospital was assessed. A semi-structured questionnaire was used to obtain data 

on socio-demographic characteristics, knowledge of HIV transmission and prevention . 

perception of HIV/AIDS stigma as well as disclosure of HIV status (act of info1·1ning others 

about ones HIV sero-positive status). The knowledge of HIV and perception of stigma were 
.. 

assessed on a scale of 8 and 80 points, respectively. Good knowledge of HIV and positive 

perception of HIV stigma were based on scores 8 and � 50, respectively. Data were analysed 

using descriptive statistics and logistic regression at p = 0.05. Qualitative data obtained from 

Focus Group Discussions (FGD) using FGD guide were analysed tl1en1atically. 

Age of respondents was 20.2±2.8 years and 77o/o were fen1ale. f\1aJority of the respondents \Vere 

never married (88.7o/o) and more than half' (62.2o/o) l1ad co1npleted secondary education. The 

family profile revealed tl1at 70.1 % were fron1 111onogamous homes\\ h1le, 60 4% Ii, ed \VI th botl1 

parents. Most (78.3°/o) had good knowledge of HIV. Above half (54.3%) l1ad negati,,e percept1011 

of HIV stigma while, 42.2°/o l1ad d1sclosed tl1e11 I-IIV status Of those that had disclosed tl1e1r 
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ABSTRACT 

Stigma has been identified as a major ban·ier to the disclosure of HIV status; this constitutes a 

serious public health challenge to halting the spread of new infections. Evidence in Nigeria bas

sl1own that young people aged 15-24 years l1ave l1igher incidence of HIV infection. Attaining the 
• 

goal of zero new HIV infection partly depends on HIV status disclosure and social support .for 

young people living with the virus. Tl1is study assessed the perceived stign1a and status 

disclosure among HIV positive young people receiving treatment at the University of Abuja 

Teaching Hospital, Gwagwalada. 

A descriptive cross-sectional study was carried out using both quantitative and qualitative 

1nethods. A total populatio11 of 230 HIV positive young people aged 15-24 years receiving 

treatment in the hospital was assessed. A se1ni-structured questionnaire was used to obtain data 

on socio-demographic characteristics, knowledge of HIV transmission and prevention, 

perception of HIV/ AIDS stigma as well as disclosure of HIV status ( act of info1111ing others 

about ones HIV sero-positive status). Tl1e knowledge of HIV and perception of stigma were 
-

assessed on a scale of 8 and 80 points, respectively. Good knowledge of HIV and positive 

perception of HIV stig1na were based on scores 8 and 2: 50, respectively. Data were analysed 

using descriptive statistics and logistic regression at p = 0.05. Qualitative data obtained from 

Focus Group Discussions (FGD) usi11g FGD guide were a11alysed tl1e111at1cally. 

Age of respondents was 20.2±2.8 years and 77o/o were female. Majority of the respondents \vere 

never married (88.7%) and n1ore than l1alf (62.2°/o) l1ad completed secondary education. The 

family profile revealed tJ1at 70. l % were ·fron1 n1011ogamous homes ,vhile, 60 4% li\ ed \v1tl1 botl1

parents. Most (78.3°/o) had good knowledge of HIV. Abo\ e half (54.3%) l1ad negative perception 

of HIV stign1a while, 42.2°/o had disclosed tl1e1r HIV status. Of those that had d15c)osed tl1cir 
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stahls, 70o/o disr:,losed to their 1notl1ers. Respondents aged 20-24 years [AOR=S.26 (CI=2.09-

13.27)] were more likely to disclose their HIV status compared to those aged 15-19. Respondents 

that were 1narried/cohabiting/divorced [AOR= 0.02 (CI=0.001-0.25)] compared to those that 

were never married were less likely to disclose their HIV status. Also, disclosure of HIV status 

was less likely among respondents who have ?.7 [AOR=0.05 (CI=0.01-0.33)] compared to those 

who have� 3 siblings. Respondents aged 15-19 years [AOR==2.36 (CI=l.33-4.12)] compared to 

those aged 20-24 were more likely to have positive perception of HIV stigina. Similarly, positive 

perception of HIV stigma was n1ore likely among respondents whose higl1est level of education 

was primary and below [AOR== 2.13 (CI=l .04-4.36)]. Majority of the FGDs discussants revealed 

that avoidance by family me1nbers and friends and feeling of guilt were major barriers to 

disclosure of HIV status. 

• 

Disclosure of HIV status was low and pe1·ceived stigma was high among tl1e youth receiving 

treatment at University of Abuja Teacl1i11g Hospital. There is the need for education and 

counseling of young people living with HIV/AIDS to reduce perceived stigma and increase 

disclosure rate. 

Keywords: Perceived stig1na, HIV status disclosure, Young people 
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1.1 Background 

CHAPTER ONE 

INTRODUCTION 

• 

, 

Human in1munodeficiency virus (HIV) infection and Acquired Immune Deficiency Syi1drome 

(AIDS) epidemic is a se1·ious health and developmental problems in many countries around tl1e 

world (WHO, 2009). It is generally regarded as the major health crisis of the 21st century and 

one of the ten·ible epiden1ics in human history (Maliki et al., 2006). About 35 1ni]lion AIDS 

deatl1 have been recorded at the end of 2015 (UN AIDS, 2016). 

A report of Global AIDS epidemic as released by d World Healtl1 Organization (WHO) in 2015 

put the global burden of HIV infection at 36.7 million, with the Sub-Saharan Africa being the 

-

worst hit with 22 million people living with HIV (PLHA). In sub Saharan Africa, Nigeria ranks 

second among countries with the l1eaviest burden of HIV/ AIDS; young people remain 

disproportionally affected by the scourge in spite of all the efforts to halt the spread of the 

disease in the country. 

Over a quarter of the Nigeria population is made up of young people aged I 0-24years, broken 

down in to young adolescent ( I 0-14 years), older adolescents ( l 5-19years) and young adults (20-

24 years) (UNICEF, 2011 ). Tl1e prevalence of I-TIV/ AIDS varies a111011g young people based on 

tl1e various sub age groups that constitute this group of people. In 2007, prevalences of' 2 9°/4 and 

3.2% were recorded among age groups 15-19 a11d 20-24 respectively (NARHS 2012) \Vh1le in 

20 l 0, 3o/o was reported for age group 15-19 years old and 4.6o/o for those \ivithin 20-24years age 

group (HSS 20 I 0) Tl1e trend i11 JJrevalence an1011g young ,von1en attending Antenatal care 

(ANC) revealed that HIV prevalence among young \\1omen age 15-24 years old attending 

antenatal care has decrease from 6°/o in 2001 lo 4. 1 °/o in 2010, ho\\iever, this category of people 
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• 

still carry more of the HIV/ AIDS burden in the country witl1 more than l1alf of all new infections 

occurring among young people (NACA 2011 ) . 

In response to the HIV/ AIDS epidemic, Nigeria adopted a multi-sectoral approach which is made 

up of one coordinating body (NACA) and other partners including the private sector, civil 

society 01·ganizations, networks as well as bilateral (The United State President's Emergency 

Plan :for AIDS Relief) and multinational (UN agencies) organisations. With the effort of some of 

these partne1·s, policies were fonnulated and strategic plans developed as well as guidelines, to 

direct progran1matic interventions (FMOH 2008). Currently, interventions that are rapidly 

expanding include HCT, ART and PMTCT (NACA 2014). 

HNI AIDS related stigma and discrimination is a major factor impeding effective HIV/ AIDS 

response among young people. In Sub-Saharan Africa, HIV/ AIDS epidemics vary from country 

to country with most countries in Southern Africa such as Botswana. Lesotho, Narrubia, South 

Africa, Swaziland, Zambia and Zimbabwe having prevalence rate exceeding 15 (UNAIDS. 

2008). Although HIV/ AIDS is prevalent in all population groups, data from most countries 

suggest that it is more pronounced among tl1ose who are within the reproductive and productive 

age group. For example, UNAIDS estimates suggest that over half of ne\v HN infections are 

occurring among young people (15-24 year olds) (lJNAIDS 2004). Also, the .Joint United 

Nations Programme on AIDS (UN AIDS) reported that tl1e rate of ne\vly acquired HIV infect1011s 

are the highest in the 15-25 years age- group and that tl1is group accounts for about 60 0% of the 

global total of HIV infected persons (UN ATOS 2006). In N1gena, pre\'alence of HIV/ AIDS 1s 

predominating among young people aged 20-29 years old (UNICEF, 2007). 

Disclosure is a 1najor step in curb111g tl,e sp1 ead of HN, ho\vever, Stign1a and discrin1ination 

discourages infected individuals from disclosing their status, accessing treatn1ent and li\1i11g 

positive lives. Although 1t is generally accepted tl1at tl1e prevalence of H1V, AIDS 1n 

• 

2 

• • 
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relatively low (ranges between 3.1 and 4.6%) compared to the rest of sub-Saharan Africa 

(FMoH, 2008; UNAID, 2008), Nigeria's large populatio11 size means a significantly high nu1nber 

of people are infected .. In fact, HIV l1as been reported among a broad spectrum of the Nigerian 

0 population including healthy pe1·sons, blood donors, clients of Sexually Transmitted Diseases 

(STDs) clinics, tuberculosis patient, long distance truck drivers, pregnant women attending 

antenatal clinics, Commercial Sex Workers (CSWs) and their clients, clinically ill and healthy 

persons, infants and youths (FMoH, 200 I., Laah, 2003 ., Mamman, 2003 ). 

1.2 P1·oblem Statement 

The proportion of HIV-infected individuals accessing antiretroviral therapy (ART) l1as 

dramatically increased as the ART rollout has progressed in sub-Saharan Africa (UNAJDS, 

2014). Yet only half of people living with HIV/AIDS (PLWHA) regionally are aware of their 

status, and PL WHA find disclosing tl1ei1· status, a complex decision-making process and 

challenging (Greeff et al., 20 I 0). Conceal1nent 01· nondisclosure of HIV-positivity may expose 

o HIV-negative partners to infection, increase reinfection among RN-positive partners, and create

missed opportunities for HIV care (King et al., 2008). For example, Si111bayi et al found a close 

association between l1av1ng not disclosed TIIV status to sex pa1i11ers and engaging in practices 

with high risk of HIV transmission in PL WHA in South Africa (Tit1lope et al . 201 I). 

e 

In some countries, non disclosure of HIV status has been taken as a serious problem and then 

nondisclosure has been described legally as fraud, critn1nal negligence, cri1ninal nuisance, and 

many otl1er charges in additional jurisdictions (Worth et al., 2008) Across many countnes. 

nondisclosure rate remains h1gl1 and tl1is J)Oses a l1igl1 level of 11sk of transm1ss1on of HIV. For 

instance, in a study conducted in two United States c1t1es, Stein MD et al found high rates of non 

disclosure and the low rates of condon1 use, and concluded that sexual partnerc; of HIV-infected 

persons conti11ue to be at high risk tor I-IIV trans111iss1on (Ti ti lope et al., 2011 ). I11 Tanza11ia. a 

• 
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.. 

study reported that 34% of married women disclosed the info1·1nation to their husbands (Lugalla 

C 

et al., 2011 ). Another· study undertaken in Dar es Salaam reported that rates of disclosure were

only l 6.7o/o a1nong sero-positive women who revealed their status to their sexual partners 

(Kilewo et al., 2001 ). 

B·ased on preconceived notio11s regarding HIV-positive persons, stigmatization may have an 

impact on disclosure decisions. Disclosure is inti1nately related to ho\v communities stigmatize 

or accept HIV and l1ow individuals perceive themselves, their identities, and tl1eir roles within 

the community. Disclosing one's status al1nost always has son1e risk attached to it. There might

be rejection by friends or family me1nber, 01· might suspect discomfort from them when they find 

out about one's status. Negative experiences like rejection, and so1netimes e,1en physical abuse, 

contribute to one's perception about the social e11virorunent's views on HIV. Perceived stig1na 

may lead to various outcomes, including negative changes in self-concept and emotional 

reactions toward those who may invoke the stigma (Driskell et al., 2008). According to UNAIDS 

2016 report, more 1 O�lo of PL WHA reported denial to healtl1 care in HN stigma index surveys 

conducted across the globe. Si1nilarly, in a survey carried out in Sout11 Africa, 43% of PLWHA 

experienced internalized stigma with 293/o feeling ashamed and 28% l1aving feeling of guilt 

(SANAC, 2015). In the HN st1g1na index carried out among PLWHA in Nigena, 53°10 reported 

low self estee1n, 44°/o f'elt guilty and 50°/o blan1e self for tl1cir HIV statt1s (NEP\VHA , 2011 ). 

Furtl1em1ore, perceived stigma l1cU, also been found to be related to HI\1 status disclosure 

Disclosure to others, lovers, family or friends, l1as been sho\vn to be a potent stres or, ac;; 

individuals living with HIV/AIDS might fear negative reactions such as blame, re1ect1on or 

violence (Tit1lope et al., 2011 ). Fear of being a burclen to the 11nmediate famil)', or stigma 

associated with HIV 1nfect1on, might force persons living ,v1th Hf\1 / A 1D5 (PL \i\'H \) to kee1J 

their disease secret from tl1e1r social network or fae,ilitate 11ond1sclosure (Tilt lope et al., 2011 ). 

4 
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0 

Having good access to care is imperative for maintaining the health, well being, and quality of 

life of persons living with HIV/AIDS (PLWHAs). Perceived stigma i11 clinical settings may 

discourage HIV-infected individuals from accessing needed health care services. In the baseline 

o.f an intervention study, perceived stigma was found to be associated with low access to care or 

treatn1ent suggesting that perceived can potentially influence HIV treatment (.Tanni et al., 2007). 

Also in HIV stigma index suryey carried out in Nigeria, 35% PL WHA avoid clinics because of

perceived stigma (NEPHW AN, 2011). This is a serious problem because lack of access or 

delayed access to care may result in clinical presentation at mor·e advanced stages of HIV

disease. Furthe1·rnore, PL WHA who experience greater stigmatization might perceive more 

difficulty accessing care because fear of rejection and consequences of stigma may lead thetn to 

perceive the health care setting as intolerant and inaccessible (Sayles et al., 2009). Previous 

studies have described an association between stig1na and low levels of antiretroviral therapy 

(ART) adherence. 

In order to address these problems, interventions are needed to address nondisclosure of HN 

sero positivity and perceived stigma most especially factors that have been found to influence 

them. 

1.3 Justification 

The reluctance of young people 1n need of l1ealtl1 services from seeking quality health services 

thereby underrr1ining efforts aimed at prevention of infection by HIV are attributable to HIV 

related stigma and discri1n1nation. This l1as heig11tened tl1e state of fear, thereby preventing 

people from looking out tor infonnation on 110\v to reduce their risk of exposure to HIV, adopt 

safer behaviors and fi11d out whetl1er or not they are infected. The fear of stign1a and 

discrimination also discourages PLHIV from disclosing their status, e\ en to farnily 111c111bcr�� 

and under11-.ines tl1e1r ability to adhere to treat111e11t (UNA IDS 2012 ). 
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Having good access to care is imperative for maintaining the 4ealth, well being, and quality of 

life of persons living with HIV/AIDS (PLWHAs). Perceived stigma in clinical settings may 

discourage HIV-infected individuals from accessing needed health care services. In the baseline 

o·f an intetvention study, tJerceived stign1a was found to be associated with low access to care or

treatn1.ent suggesting that perceived can potentially influence HIV treatment (.Tanni et al., 2007). 

Also in HIV stigma index suryey carried out in Nigeria, 35% PL WHA avoid clinics beeause of 

perceived stigma (NEPHW AN, 2011). This is a serious problem because lack of access or 

delayed access to care may result in clinical presentation at more advanced stages of HIV 

disease. Furthen·oore, PL WHA who expe1·ience greater stigmatization might perceive more 

difficulty accessing care because fear of rejection and consequences of stigma may lead them to 

perceive the health care setting as intolerant and inaccessible (Sayles et al., 2009). Previous 

studies have described an association between stigma and low levels of antiretroviral therapy 

(ART) adherence. 

In order to address these problems, interventions are need.ed to address nondisclosure of HIV 

sero positivity and perceived stigma most especially factors that l1ave been found to influence 

them. 

1.3 Justification 

The reluctance of young people in need of health services from seeking quality health set-vices 

thereby unden111ning efforts ai1ned at prevention of infection by HIV are attributable to HIV 

related stigma and discnmination. This l1as heigl1tened tl1e state of fear, thereby pre\renting 

people from looking out for infonnat1on on ho\.v to reduce their nsk of exposure to HI\', adopt 

safer behaviors and fi11d out whetl1er or not they are infected. The fear of stign1a and 

discrimination also discourages PLHIV from disclosing their status, e\ en to fan1ily 111c111b�rs, 

and under1r1ines tl1eir ability to ad11ere to treat111ent (lJNAlDS, 2012). 
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C 

Having good access to care is imperative for maintaining the health, well being, and quality of 

life of persons living with HIV/ AIDS (PL WHAs ). Perceived stigma in clinical settings may 

discourage HIV-ituected individuals from accessing needed l1ealth care services. In the baseline 

of a11 intervention study, perceived stigma was found to be associated with low access to care or 

treatment suggesting that perceived can pote11tially influence HIV treatment (Janni et al., 2007). 

Also in HN stigma index survey carried out in Nigeria, 35% PLWHA avoid clinics because of 
• 

perceived stigina (NEPHW AN, 2011). This is a serious problem because lack of access or 

delayed access to care 1nay result in clinical presentation at mor·e advanced stages of HIV 

disease. Furthennore, PL WHA who experience greater stigmatization might perceive more 

difficulty accessing care because fear of rejection and consequences of stigma may lead them to 

perceive the health care setting as intolerant and inaccessible (Sayles et al., 2009). Previous 

studies have described an association between stigma and low levels of antiretroviraJ therapy 

(ART) adherence. 

In order to address these problems, interventions are needed to address nondisclosure of HIV 

sero positivity and perceived stigma most especially factors that l1ave been found to influence 

them. 

1.3 Justification 

The reluctance of young people in need of health services fro1n seeking quality health services 

thereby unde1·111ining efforts aimed at prevention of infection by HIV are attributable to HIV

related stigma and discrimination. This has heigl1tened tl1e slate of fear, thereby preventing 

people from looking out for infor1nat1on on how to reduce their risk of exposure to HIV, adopt 

safer behaviors and fi11d out w)1etl1er or not they are infected. The fear of stigma and 

discrimination also discourages PLHIV from disclosing their status, e,,en to fa1111ly me111bt,;rs, 

and undern1ines their ability to adhere to treat111ent (UNA IDS, 2012). 
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Findings from this study will therefore provide reliable and comprehensive info1·mation on the 

characteristics, of you11g people living witl1 HIV/ AIDS including their perception of stigma and 

factors influencing disclosure -of HIV seropositive status, which will help inforrr1 evidence based 

policy decision as well as facilitate comprehensive intervention programs to meet the needs this 

age range of young people living witl1 HIV/ AIDS. 
' 

• 

1.4 Resea1·cl1 Questions 

i. What are the socio-demographic cha1·acteristics HIV positive young people receiving

HIV/ AIDS treatment and care at the University of Teaching Hospital, Gwagwalada? 

ii. What proportion of young people living with HIV/AIDS has disclosed their HIV

status? 

• • •

111 What are the factors associated with disclosure of HIV status? 

lV. What is the perception of HIV positive young people towards stigma and 

discrimination? • 

v. What are the factors associated witl1 perceived HIV stign1a?

1.5 Objectives of the study 

1.5.1 Broad Objectives 

' 

To describe the socio-demographic profile, perception of st1gn1a and disclosure of status of HIV 

positive young people receiving HIV/AIDS treatment and care at the University of Abuja 

Teaching Hospital Gwagwalada. 

1.5.2 Specific Objectives 

(i.) To describe tl1e socio-demographtc cl1aracter1stics of HIV seropo�it1\·e young people 

receiving HIV, AIDS treatment a11d care at the Uni\1ers1ty of AbuJa Teaching 

Hospital, Gwagwalada. 
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(ii.) To determine the pt·oportion of young people that disclose their HIV seropositive 

status among the study population 
• 

• 

(iii.) To identify factors associated with disclosure of HIV seropositive status. 

(iv.) To assess the pe1·ception of HIV positive young people to HIV/AIDS stigma and 

discriinination. 

(v.) To identify facto1·s associated witl1 perceived HIV stigma . 

• 

• 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 History of HIV/AIDS in Nigeria 

• 
I 

For a long period of time, Nigerians viewed AIDS as a scourge alien to us. As a matter of fact, it

was thought to be some product of imaginations of so1ne scientists. Though ranked second 

among sub-Sal1aran African nations in the number of HIV-infected adults, it is one of the most 

affected countries in the world (UNAIDS, 2004). 

In 1985, tl1e first two AIDS cases were diagnosed in Lagos. This was subsequently reported at 

the International-AIDS conference that took place in 1986 (Nasidi et al., 1986). FMOH did set up 

the National Expert Advisory Con1mittee on AIDS (NEACA). NEACA recommended the 

development of a short-terrn plan to con1bat tl1e spread of the virus. The FMOH, with the 

assistance of WHO in consonance with NEACA implemented the comprehensive medium-Te11n 

Plan for the nation's battle against HIV/AIDS (NACA 2014). In 1987, with assistance of the 

World Health Organization (WHO), the government througl1 its proactive actions nine HIV 

testing centers in the country. This helped in the diagi1oses of other AIDS cases as well as from 

healthy blood donors. In 1988, the National AIDS Control Progran1 replaced NEACA. The 

program was expanded in 199 l to include sexually transmitted infections (STis) and renamed the 

National AIDS and STDS Control Progra1n (NASCP). NASCP focused pnmarily on health 

sector responses to HIV and other STis. It developed guidelines on key interventions \vhich 

included syndro1nic managen1ent of STls, voluntary counseling and testing (VCT), pre\ ent1on of 

mother-to-child transmission of HIV (PMTc1·), and 1nanagen1ent of HIV/AIDS. 1ncludi 11g 

treatment of opportunistic infect10115, ad111in1strat1on of ant1retrov1ral (ARVs), and home-based 

care. It also supported monitonng and surve1llance of the ep1den11c (Nasicli ar1d HalT) 2006) 
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The advent of the democratic government l1eralded a concerted effo1t to tackle the epidemic. Tl1e 

government of that era did placed high prio1·ity 011 HIV prevention, treatment, care, and support 

activities both in Nigeria and in the International community. 

NASCP was replaced with a· broader AIDS control program, wl1ich included the Presidential 

Comn1ittee on AIDS and multisectoral National Action Committee on AIDS (NACA). This 

initiative was subsequently adopted by states through the state action co1mnittee on AIPS

(SACAs) and to local district level through the local action committee on AIDS (LACAs). 

NACA was charged with developing policies for the prevention and control of HIV/ AIDS with a 

mandate which includes developing effective 1nulti-sectoral response st1·ategies nation\vide 

(FMOH, 2001). NACA developed the first multi-sectoral n1edium-term plan of action, t'he 

HIV/AIDS Emergency Action Plan (HEAP) in 200l(NSP, 201.0) . 

The action plan had two main con1ponents: to break down barriers to HIV prevention at the 

community level and support community based 1·esponses, and to provide prevention, care, and 

support interventions directly. ln 2004, HEAP was replaced with National HIV/ AIDS Strategic 

Framework (2005-2009) to tackle the huge gaps noticed in HIV prevention, treatment, and care 

services, particularly at the con11nunity level (Nasidi and Harry 2006, NSP 2010). 
• 

Nigeria is multietl1nic society with diverse religious and cultural settings. Development is 

complicated by the poor econo1nic status of the country, wh1cl1 places igeria with a human 

development index of l 52 out of 175, inevitably posit1on1ng Nigeria among the 25 poorest 

countries 1n the world (UNDP, 2004 )). N1ger1a has been undergoing a demograph1c trans1t1on 

from high-fertility, high 1nortality population to a low f crtil1ty decl1r11ng mortality one. The bast! 

of a population pyramid is wide because of tl1e large nu1nber of people younger than 15. Tl1e

median age of the populatjon is 17 years and tl1e 15-24 year age group const1tutes about 20° 0 of 

the population, with a l: I male-to-female ratio 
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HIV/ AIDS is a major issue of concern for children, young people and women in Nigeria with a 

prevalence rate of 3.4 per cent in 2012 (NARHS 2012). An estimated 3.4 million people are 

living with the virus (UNAIDS 2014), which makes Nigeria the third worst affected country in 
-

0 

the world. Tl1e prevalence rate is higl1est among young people: 4. 7%nof 20-24 year-olds and 

4.9°/o of 25-29 year-olds are infected with the HIV virus. About 4.4% of women attending 

antenatal clinics are infected with HIV. An increasing nu1nber of children are infected with the 

virus, through n1other-to-child-transmission. Yet less than I% of p1·egnant mothers have access 

to counseling and testi11g services for HIV in Nige1·ia. According to UNAIDS latest estimates, 

about 240,000 children are living with HIV-AIDS in Nigeria. In addition, 930,000 cluldren are 

orphaned by AIDS. 

HIV can be transmitted via sexual contact with an infected person and by blood or body fluid 

exchange (which could be through contami11ated needles, blood transfusions of infected blood, or 

blood clotting factors). Heterosexual trans1nission accounts for about 80% of all HIV infection in 

Africa. In Nigeria, the heterosexual route of infection accounts for over 80�/o of all transmission 

(Nasidi and Harry, 2006� NSP 2010). 

2.2 Prevalence of HIV/AIDS and burde11 of ne,v i11fcctions 

HIV continues to be a major global public healtl1 issue, having claimed more than 39 n11ll 1on 

lives so far. Globally, an estimated 35.0 million people were living \Vitl1 HIV, and 3.2 million of 

these were children and 1.5 million people died from HTV-1·elated causes 1n 2013. The vast 

majority of people living with HIV are in low- and middle-incon1e cot1ntnes. An estimated 2 3 

million people were newly infected witl1 tl1e virus 1n 2012 (UNAlDS 20 I 1) There 1s no cure for 

HIV infection. However, effective treatment \V1th ant1retrov1ral drugs can control the ,1irus so 

that people with HIV can en Joy healthy and productive lives (WHO. 20 I 3 ). In 2013, 12 9 

million people living with HIV were receiving antirelroviral tl1erapy (ART) globally, of \vhich 
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11.71 million were receiving ART in low- and middle-incon1e countries. The 11. 7 million people 

011 ART represent 36% of the 32.6 million people living with HIV in low- and middle-income 

countries (WHO, 2013). 

No otl1e1· region l1as seen more devastation by the HIV/ AIDS epidemic other tl1an sub-Saharan 

Africa. A 1·eport .shows tl1at at the end of 2013, 1.5 million people in the region had died of 

AIDS-related illnesses (UNAIDS, 2014). 

Studies l1ave shown that 5-10 million young people between the age brackets of 15-24 are living 

with the HIV; accounting for about 41 % of all new HIV infections globally(UNAIDS, 20 I 0). 

The implication is that 890,000 acquire HIV each year, which amounts to 2500 young people 

getting infected by HIV on a daily basis (UNAIDS, 2010). In fact, one in 14 young adults are 

living with the virus. 
• 

• 

The United Nations Children Funds (2011 ), reports that about 95% of all new infections occur in 

less developed countries. In sub-Saharan Africa the worst hit zone, nearly 3.8 million youth are 

living with the HIV/AIDS (UNICEF, 2011). Tl1is figure represents 76% of tl1e world's HIV 

positive youth (UNICEF, 2011 ). In 2003, studies buttressed the fact that half of the new 

infections of the 3.0-3.4 million new cases of HIV infection occurred in this region ( ). It is

estimated that that 60% of all new HIV infections in Sub-Saharan Afnca occur among young 

people aged I 0-24 years of age (Ma�s a11d Otte, 2009). 

The estimated number of cases of HIV1AIDS, \vhich reflects both pre\'alence and population 

size, also varies between countries. Soutl1 Africa, \V1tl1 a l11gl1 pre\ alence, has the largest number 

of cases of HIV/AIDS among adolescents (l 3-l.9mil11on) In the other hand, 1gena as a case 

study has a relatively low prevalence, but the seco11d h1gl1est number of cases among youth 

(838,000-l .3n1ill1on) and people living wit11 HJV / AIDS; this is because it has a high population 

Q. Reports from the United Slates Agency for International De, elopn1ent (l1SAID. 20 IO) l1a,,e
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suggested that regional variations exist between states in Nigeria. An example is the case of 

Benue (10.6o/o) in the north central part of Nigeria having higher prevalence rates than Ekiti state 

(l 0/o) in the south western part of Nigeria. Nigeria bears about 8% of the global and 10% of 

Africa's HIV/AIDS burden (Okojie and Wagbatso1na, 2006). 

2.3 HIV/AIDS in young people 

The global impact of HIV/ AIDS on the youth is alarming. It is reported that the current impact is 

expected to worsen, with the projected numbers of people living with HIV/AIDS in hard hit 
• 

countries rising steadily over the next two decades (US census Bu1·eau, 2002). 

It is estimated that 35-40 million people are living with the disease worldwide. Young people 

between the ages of 15-24 represent almost a third of this aforementioned figure of people living 

with the HIV/ AIDS (UNAIDS, 200 l ). It is also reported that of the 5 million people newly 

infected with HIV in 2001, almost 6 in l O ,vere under the age of 25. Young people age 15-24 

accounts for half of all new infections among adults ages 15-49. This amounts to almost 6,000 

infections per day among 15-24 year olds, or app1·oximately one every 15 seconds (Piot, 2002). 

Research data shows that i11 North America a11d in the Middle East for exa1nple, over 94,000 

young people are living with the virus (UNICEF, 2011 ). In Latin America and the Caribbean, 

e about 250,000 young people are living with HIV (UNICEF, 2011 ). Tl1e Caribbean has a higher 

HIV prevalence rate (the percentage of tl1e population living \Vith HIV) than any besides sub

Saharan Africa. The Caribbean 1s also the only region outside ot" sub-Saharan Africa where 

women and girls outnumber men and boys living with HN, \Vl1ile 1n Latin Amenca, the 

epidemic is concentrated among 1nen \Vl10 l1ave sex \Vttl1 men (UNA IDS, 2010). In ce11tral and 

eastern Europe, Ukraine a11d Russian federation account for almost 90o/o of ne\\' infect1on"'

(UN AIDS, 2010). It is also reported in South ft.sia and East Asta, \Veil O\ er 500.000 , ou11g 
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people are living with HIV. These regio11s account for ten percent of all new HIV infections 

among young people (UNICEF, 2011). 

In countries with very young population it is reported tl1at there is a high rate of HIV infectio11. 

Over half the population of sub-Saharan Africa, for example, is estimated to be under 18 (with 

one in four between l O and 19 (Population Reference Bureau, 2000). 77% of young people 

living witl1 HIV/AIDS live in sub-Saharan Af1ica (UNICEF, 2000). Over 90% of the world's 

AIDS orphans live in sub-Saharan Africa (Hunter and Williamson, 2000). This interjection of 

high HIV/ AIDS prevalence and disproportionately young populations results in a concentration 

of new infections an1ong youth. However, in the developed world on]y over 150,000 young 

people are living with HIV or AIDS 1·epresenting 8% as against 20o/o of young people in low 

income countries (UNICEF, 2010). 

The vulnerability of the youth to high risk of HIV/ AIDS infection can be attributed to various 

factors. Behavioral, physiological and sociological factors make young people more vulnerable 

than adults to contracting HIV. Naturally, adolescence is a period when young people explore 

and take risks in many aspects of their lives, this includes sexual relationships. Adolescents most 

especially those of school age are identified as tl1e group at highest risk of acquiring the 1nfect1on 

since they are sexually active, take greater risks a11d believe in their invulnerability (Akpabio et 

al., 2009). 

It is known tl1at young adolescent are sexually active before tl1e age of 15 Recent surveys reveal 
-

that boys aged 15-19 1n Brazil, Hu11gary and Kenya reported ha, 1ng sex before they \Vere 15

Another study in Bangladesl1 found that 88% of' un1narr1ed urban boys and 35°10 urban girls had 

engaged in sexual activity by tl1e tirne they � ere 18 (UNICEF, 2002). Usually, sexually actt, e 

youth cl1a11ge partners frequently having 111ore tl1an one partner i11 t11e same period engagi11g i11 

unprotected sex. These nsky bel1avior by adolescents coupled \\r1th the tact tl1at tl1c�c young 
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• 

people who are ffiV-positive probably became infected quite recently and therefore likely to be 
• 

l1ighly infectious; as a 1·esult, tl1ey pose a very high risk to their sexual partners (UNICEF, 2002). 

The social stigma and violence visited on those identified as homosexual can magnify the risks 

of contracting HN, as they may ·hide their sexuality and consequently do not have access to tl1e 

information they need. Some young men who engage in sexual relations with other n1ales may 

not identify themselves as homosexual or may have experimental and te1nporary homosexual 

experiences, wit.hout protecting themselves from unsafe bel1aviours that put them at risk for HIV. 

Young women in Sub-Saharan Africa are at much greater risk of contracting HIV than young 

men. In sub-Saharan Africa, women and girls fa1· outnumber men and boys living with HIV. In 

C 

fact studies have shown that 72°/o of young people living with HIV in sub-Sal1aran Africa ( over 

2.7million) are young women (UNICEF, 2011). The factors influencing this trend are multi 

faceted. Child and adolesce11t tnarriage is an important factor in the HIV/ AIDS epidemic. It is 

noted that for married girls at the risk of' HIV, age difference between the men and tl1eir \Vives is 

a significant HIV risk factor. This can be buttressed by tl1e study in Kisumu, Keny� where it 

was reported that as many as half of the women with husbands at least a decade older were 

infected with HIV; by contrast, no wo1nen were infected whose husbands were only tlrree years 

older or less (UNICEF, 2002). Another study of nearly 400 women attending the city's STI 

clinic in Pune, India, found 25 per cent infected \vitl1 STis and 14 per cent positive for HIV� 93 

per cent of these women were married, and 91 per cent had ne\ er l1ad sex \Vtth anyone but their 

l1usbands (UNICEF, 2002). �fhese older l1usbands may have likely l1ad se\ eral previous partncr5, 

and may have a sexually transn11tted 1nfect1011 (STI), inclL1ding l·l[V \vh1ch n1a1 be trans1111tted to 

their young wives. Given these known 1)atten1�, 111arr1age 111 Sub-Saharan Africa may actually 

increase adolescent women's risk of contracting HIV. 
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On the rise arc reported cases of. sexual abuse. Ho\vcver, 1nost cases go unreported. Abusers are 

unlikely to use a con(i<)m and the cuts and tears that result fron1 forced sex increase tl1e 

ltketihood of· Hr·v infection. A 1998 study in Botswana shows that over t\\'O fifths of all rape 

cases rcacl1ing the courts involved ch1ldre11 under the age of 16; 58 per cent \Vere bet\\'een tl1e 

ages of 11 and 20. In KwaZulu Natal, South Africa, l O per cent of adolescent girls reported their 

first sexual experience as forced or rape Surveys fron1 nine Caribbean countries found that 48 

i1er cent of' a(lolcsce11t girl� \vl10 l1ad had intercourse reported that their first sexual inte1·course 

had been lorced. It is pertinent to note tl1at abusers are not alv-. ays strangers a.s trusted family 

n1embers, friends, workers n1ay just be the perpetrator�. • 
• 

Tl1e lack of sexual education an1ong5t adolescent 1s a factor that influences the prevalence of 

HIV/AIDS. Young peo1Jle lack tl1c basic kn()\\}edge of protecti\1e measures frorn getting infected 

witl1 HIV (UNAlDS, 20 l 0). A systc111atic re\ ie,\ (Ok.udo and Ross, 2015) did suggest lack of 

adequate knowledge as a 111ajor rcaso11 lor l11gl1 nsk l1eterosexual behavior and that in Nigeria the 

n1ost common n1ode of transn1iss1on of HI\' is , ta sexual transmission. Young women are 

known to have displayed lo,ver le,·els of' HIV knowledge. The reasons for this postulation 

emanates from tl1e fact tl1at althougl1 1nost countries around the world included HIV education at 

the secondary school, the situation is quite different for most poor countries \Vere most young 

�,omen are out of school. 

Reproductive l1ealth services arc rarely geared to,vards tl1e needs of adolesce11ts. Generally. in 

Sub-Saharan Africa and other regions in the developing world, young people's health needs 

receive little or no attention. Tl1e high cost of accessing or obtaining health service 1nfom1at1on 

and care tl1ey need to l1ave safe relationsl1ips is a key factor influenc111g the high prevalence of 

HIV/AIDS. 

15 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



On the rise are reported cases of sexual abuse. However, most cases go unreported. Abusers are 

unlikely to use a condo1n and the cuts and tears that result from forced sex increase the 

likelihood of HN infection. A 1998 study in Botswana shows that over two fifths of a11 1·ape 

cases 1·eaching the courts involved children under the age of 16; 58 per cent were between the 

ages of 11 and 20. In KwaZulu Natal, Soutl1 Africa, l O per cent of adolescent girls reported their 

first sexual experience as forced or rape. Surveys from nine Caribbean countries found that 48 

C 

per cent of adolescent girls who had had intercourse reported that tl1eir first sexual intercourse 

had been forced. It is pertinent to note that abusers are not always strangers as trusted famjly 

members, friends, workers may just be the perpetrato1·s. • 
• 

The lack of sexual education an1ongst adolescent is a factor that influences the prevalence of 

HNI AIDS. Young people lack the basic knowledge of protective measures from getting infected 

with HIV (UNAIDS, 2010). A systematic review (Okuda and Ross, 2015) did suggest lack of 

adequate knowledge as a major reason for l1igh risk heterosexual behavior and that in Nigeria the 

most common mode of transmission of HN is via sexual transmission. Young women are 

known to have displayed lower levels of HIV knowledge. The reasons for this postulation 

emanates from the fact that althougl1 most countries around the world included HIV education at 

the secondary school, the situation is quite different for most poor countries were n1ost young 

women are out of school. 

Reproductive health services are rarely geared towards tl1e needs of adolescents. Generally\ in 

Sub-Saharan Africa and other regions 1n the developing world, young people's health needs 

receive little or no attention. The high cost of accessing or obtaining l1ealth sen11ce 1nton11at1on 

and care they 11eed to l1ave safe relat1onsl11ps 1� a key factor influencing the high pre, alence of 

HIV/AIDS. 
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Young women a1·e known to be physiologically more vulnerable to infection than older women 

because changes in the reproductive tract during puberty make the vagina and cervix of

adolescents less resistant to infection. 

2.4 Stigma and Discriminatio11 of persons living ,\'ith HJV/AIDS 

Stigma and discrimination are central t9 tl1e challenges of the global AIDS response and main 

social barriers hindering tl1e 1·esponse in Egypt. RN related stign1a encompasses the negative 

attitudes PLHN fueled by rooted misconceptions. HIV related stigma and discrimination result 

in poor quality of care for PLHIV, frighten away potential clients in need of health service from 

seeking services and undermine prevention efforts by 1naking people afraid to seek out 

information about how to reduce their risk of exposure to HIV, and to adopt safer behaviors and 

fmd out whether or not they are infected. The fear of stigma and discrimination also discourages 

PLHIV from disclosing tl1eir status, even to fa111ily n1embers and PLHIV, and unde1·111ines their 

ability to adhere to treatment (UNAIDS, 2012). 
• 

Stigma can be defined as a disgrace or a reproacl1 attached to son1ething. It is often described as 

a negative tag or nomenclature when talking about somebody or son1ething. Treating someone in 
-

a different, unjust, unfair or prejudicial way, on the basis of their actual or percet\'ed belonging 

to a particular group constitutes what can be described as discr11nination. lrSAIDS (2007),

describes discrimination as ''enacted stigma'' or tl1e negative acts of exclusion or abuse that 

result from stigma which serve to devalue and reduce tl1e life chances of the stigmatized on the 

basis that it consists of action!:> or omissions that are a result of stign1a and directed towards those 

individuals who are stigmatized. Stigma l1as also bee11 described as an enduring cond1t1on, status. 

or attribute that is negatively valt1ed by a society and \Vhose possession consequently discredits 

and disadvantages an ind1v1dual (Herek, 2002) . 

-
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Goff man (1959, 1963) defines stigma as ''undesired differentness'' or ''spoiled identity'' and 

describes a negative moral or judginental definition of a person or social situation often 

connected to discredit, disgrace, blame and ascription of re�ponsibility for the conditi9n. 

Licl1tenstei11 (2003) describes stigma as a discrediting social label that changes t11e way an 

it1dividual looks at l1itnself/herself and disqualifies the1n from full social acceptance. 

a 

Link and Phelan (2006), proposed the frrst three components of stigma with close 1·elations to 

labeling, devaluing and isolation of people living with HIV/ AIDS (PL WHA). It also does 

enco1npass ite1ns on the shame of PL WHA, blame for the responsibility for HIV infection on the 

HIV-positive i11dividual and positive and negative feelings about PL WHA. These three 

components by Link and Phelan (2006) are internalized stigma, disclosure stigma and negative 

image stigma. In anothe1· study, Berger (2001) as quoted in UN AIDS (2008), conducted a 

psychometric assessment of a HIV stigma scale and four for·ms of stigma emerged. These are 

personalized or internalized stigma, disclosure concerns, negative self-image and concerns with 

public attitudes towards people living witl1 HIV infection. Licl1tenstein (2003) and Bunn et al., 

(2007) identified the same four fonns of stigma, but described tl1em as four domains of stig1na 

expenences. 

Personalized HIV-related stigma is tl1at stig1na tl1at internalized stign1a effect on PLWHA. It's a 

stigma that invades their self-perception and sense of identity, impacting senously on the 

person's perceptions and how tl1ey interact with tl1e world. Studies l1as s110\\'n that people \Vith 

HIV feel isolated, guilty, dirty and full of shan1e. This 1s often incorporated into identity (NACA, 

2004). • 

Disclosure stigma expenence is related to the concern to control 1nfor111at1on, keeping one's HIV 

status secret, or worrying tl1at tl1ose \vho know about the HIV status \Vilt tell otl1ers U"1 \IDS 

(2006) describes disclosure concern fom1 of st1gn1a as a fonn of stigma tJ1at dr1, cs HlV out ot 
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• 

• 
• 

the public sight, so reducing the pressure for behaviors change. This fo1·m of stigma also 

introduces a desire not to know one's own status, tl1us delaying testing and access to treatment. 

Public attitude stigma experience is a fom1 of stigma experience that refers to what most people 

thi11k about a person with HIV or what '1nost people' with HIV can expect when others learn 

tl1ey have HIV infection (Berger, 2007). Denying the 1·ights of people witl1 HIV/ AIDS limits 

their ability to care for tl1en1selves and tl1eir fainilies and makes them more vulnerable to 

infection and susce1Jtible to stigma. Paxton (2005) on his thoughts on people's attitu.des, 

described stign1atization as c1uel social processes that offer some feeling of protection to the 

powerful, while increasing the load on the individual or g1·oup who is victimized in the process . 

0 

Negative self-image refers to feeling unclean, not as good as others or bad as a person, because 
• 

• 

of being HIV-infected (Lichtenstein, 2003). HIV stigrna comes from the powerful combination 

of shame and fear. Shame because sex being a source of transmission, is surrounded by taboo 

and moral judgment; fear because AIDS is relatively fearful and deadly. The only way of making 

progress against the epidemic is to replace sl1a111e with solidarity and fear with hope (Bunn et al., 

2007). 

About 60% of all the new HIV i11fections worldwide are a1nong people between 15-24 years old 

and they are highly vulnerable to acquire 1-IIV a11d otl1er sexually tra11s111ittcd 111fect1on (Yahaya 

et al., 2010). According to Fielden et al. (2011 ), adolescents are a vulnerable group of population 

that are most affected by HIV/ AIDS related stigma. It 1s particularly harmful to adolescents 

because of their stages of development 1n life. �cceptance and encourage1nent by others are very 

important during the transition into adultl1ood (Ficlde11 et al., 2011) S\vendcnman (2006) 

outlined the key features of� I-IIV / AlDS which re11der it a higl1ly stig111at1zed illness It includes: 

18 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• The means of transm.ission are negatively sanctioned social behaviors including n1ale-to

male sex, injection drug use, having high number of sex partners (Crawford, 1996; Diaz 

and Ajala, 2001; Novick, 1997). 

• Trai1smission behaviors are typically perceived to be voluntary and avoidable implying

that infected persons are responsible for their illness e.g. victi1n blaming. 

Research have shown that AIDS stigma can have a variety of negative effects on HN test-

seeking behaviour, willingness to disclose HIV status, quality of health care and social support 

(Boyd, Simpson, Hart et al; 1999). Many young people living with HIV manage multiple stign1as 

including those associated with poverty, social inequality, racism and social orientation (Rao et 

al; 2007). For example in a qualitative interview study of 34 HIV positive youth ages 12 to 24, 

n1any described social and structural li1nitations as baniers to their full participation in society 

(Flicker et al., 2005). Stigma was cited as a n1ajor barrier to societal participation; many youths 

shared painful stories of harassment, discrimi11ation and cruelty upon disclosure of their HN 

status to a loved one or person in authority like a boss or a teacher. 

Fear of disclosure was so great in the sample tl1at it kept 1nany f1·on1 participating in activities. 

finishing school, finishing or maintaining employment or building close social networks (Flicker 

et al; 2005). In one survey of enacted and perceived HIV stigma among 147 predominantly 

African-American and Latino youth in Los A11geles, San Fra11cisco and Nev, York City, almost 

all (89o/o) 1·eported perceived stigma and 31 o/o reported enacted experiences 1n the past three 

1nonths (Swendennan et al., 2006). 

The perceived stigma measures how often t11e respondent felt blamed or ashamed or a,,01ded or 

feared losing family and friends because you are HIV positive during the last three months \vhile 

enacted stigma ite1ns include being hassled 01· tl1reatened or physically abused or losi11g a friend 

because you are HIV positive. A lower proportion of family a11d friends kno,v1ng HIV �ero-
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• 

status was associated with overall perceived stigma (Swendennan et al; 2006). A study by 

Rydstrom et al., (2012), shows that young people in Sweden living with HIV protect tl1emselves 

fron1 the risk of bei11g stigmatized by hiding tl1eir HIV status, declaring it only in health care 

situatio11s. Among friends and in school, they pretend to be as l1ealthy as others. They also want 

to protect their siblings fron1 stigma and tl1e topic HIV was often a taboo even in the family. To 

live with HIV was described as living witl1 a dai·k secret and the participants used the silence as a 

strategy to conceal their HIV status (Rydstrom et al., 2012). 

C 

Several authors opjned tl1at lack of knowledge about HIV/ AIDS might be an underlying factor to 

stigma and discrimination (Mawar et al., 2005; Thi et al., 2008; Nachenga et al., 2012). Gomez

Bustamante and Cogollo-Milanes (2011) reported that about I 0°/o of the 2625 high school 

students in a large city in Columbia had enough knowledge about HNI AIDS. It was also shown 

that being a student in a private school combined with increased age were factors associated to 

better knowledge about HIV/AIDS. 

In a global cross-sectional study of perceived HIV-related stigrna among people living with HIV 

made in 2012, 37°/o of the 2035 participants reported loneliness and social isolation as a result of 

their HIV-status. About 27% of the participants who 1·eported symptoms of depression and the 

reported factors were living in North A1ner1ca versus other regions, not belonging to a support 

group, being unemployed and not disclosing HIV-status to anyo11e About 78°0 of the 

participants reported experiences of stigrna related to their HIV status The n1ost co111monly 

reported stigma by 47% of the participants was tl1at people believe tl1at people living \Vith HN 

engage in risky bel1aviour, such as sexual pro1n1scuity, drug uc;e and prostitutio11. 

The st1gn1a affecting tl1e part1c1pants n1oslly was <;oc1al avoidance and beside that others' false 

perceptions of n1odes of HIV trans1111ss1on (Nachenga et al; 2012). A qualitat1,1e stud) of stign1a 

and discrin1ination against people living with HIV in Ho Cht Minh ctl) in V1etnan1 b\ Thi et al., 
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(2008), shows that nearly all of tl1e 53 participants had experienced some fonn of stigma and 

discrimination. For an exa1nple, in a qualitative study of experiences of HIV-related stigma, 

Bogart et al., (2008), found that n1any young people reported that family members had disposed 

of eating utensils for fear of contracting HIV. These behaviours were hurtful and especially 

damaging because tl1ey were enacted by family members who are expected to show love and 

support. For young men who have sex with men, the HIV-related stigma is one or more layer o·f 

stigma on top of the discrimination and prejudice that they already expe1ience for being sexual 

111inorities (Swenden1an et al., 2006). 

0 

Using focus grotlps with adolescents with HIV, Rao et al., (2007) discovered that stigma actually 

plays a key role in presently adolescents from taking their highly active antiretroviral therapy 

(HAAR T) medications. In fact 50% of adolescents interviewed directly stated they avoided 

taking their medications fo1· stigma-related reasons. 

2.5 Stigmatization and discrimination of people living ,vith IDV/AIDS in Nigeria 

It is estimated that about 3.6°/o of Nigerian adults aged witl1in the ages 15-49 are living with 

HNI AIDS. In 2002, Nigeria started the antiretroviral treatme11t programI11e, with a target to 

reach well over 10,000 adults and 5,000 childre11 with antiretroviral therapy (ART) \vithin one 

year. The programme did suffer some set back due n1ainly to massive over recruitment of 

patients. The resultant effect was an expanded waiting list and not enough drugs to supply the 

rather high demand. Patients had to wait for long periods for n1ore d1ugs, invanably undoing the 
• 

benefits and improvement gained over t11ne Th1s predisposes a risk of ART drug resistance 

Altl1ough, there was some response from tl1e government by the purchase of drugs \Vorth O\ er 

US$3.8 for the resurge11ce or tl1e p1ogra111n1e; tl11s \Vas a far cry for the estm1ated 550,000 people 

requinng ART. However, tl1ere was a treatment scale-up bet\vee11 2006 and 2007 \vhich sa\\ ar1 

impressive rising from 81,000 people ( 15°/o or those 1n need) to about 360.000 (26%) a'" of 
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December 2010. It is reported that despite the progress, Nigeria still has a long way to go in 

providing universal access to HIV treatment, care and support. Tl1ere are currently an esti1nated 

1.4 million people, including 262,000 children, needing access to ART. 

HIV-related stigma and discrimination are prevalent in Nigeria, however, apart from the news or 

media reporting, the experie11ces of stigma faced by HIV and AIDS persons in Nigeria have not 

1·eally been properly investigated through scientific researcl1es (Ajuwo11. 2011 ). The HIV and 

AIDS related (published) studies done in Nigeria mainly focused on knowledge, prevalence and 

reviews on discriminations. As reported from a 2004 pilot study by Oke1ngbo and Odimegwu 

(2004) on stigma in Nigeria, it was found that 44.5% of respondents would not care for a family 

member with RN; 58.2°/o would not want or allow someone with HIV to continue working in a 

factory; and 67 .5°/o would withdraw from a school with an RN-positive student. The study 

further revealed that 13.2°/o thought people with AIDS should receive less treatment in a general 

hospital, and 1 Oo/o felt that AIDS patients sl1ould not receive any treatment at all in any hospital. 

More than half would not want to work with, kiss or hug someone with HIV, while about three 

quarters of the respondents would stop buying from a shopkeeper or food seller vvho has AIDS. 

A study among HIV positive men and \VOman in the United States sho\ved that stigma was 

associated with depressive symptoms, receiving recent psychiatric care, and gi·eater HIV-related 

symptoms. Stigma was also associated with poorer adherence and n1ore frequent serostatus 

disclosure to people othe1· tl1an sexual partners, but showed no association to sexual nsk behavior 

(Vanable et al., 2006). Another study conducted in Mozambique among HIV positive persons 

who were on an antiretroviral therapy (ART) regin1ens for a full year exan11ned psychosocial 

factors (disclosure dec1sio11s, perceived social su1)port, a11d depression) associated \\,1th stigma. at 

ART initiation and 1 year later. Tl1e study found tl1at one year after initiating ART, participru1ts 

reported no change in stigma, a decrease in perce1,1ed social support, and c1n 111crcasc in 
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depressive sympto1nology. Di'sclosing HIV status to friends was associated with lower levels of 

stigma (Pearson et al., 2009). These fmdings suggest that HIV care in comparable settings should 

include counselling, support groups, and peer support, that i�cludes stig1na and disclos\lre 

concerns prior to and followi11g diagnosis. Most irnportantly, assessment and treatment of 

depression should be incorporated into ongoing HIV care. 

2.6 Factors associated with stigma and discrimination attitude among hospital workers 

HIV/ AIDS- related stigma and discrimination attitude has accompanied the AIDS epidemic from 

the start and it can occu1· everywhere, but they may have more serious consequences in 

healthcare settings. 

0 

Access to appropriate treatment and care for individuals with HIV/ AIDS is generally recognized 

as a fundamental human right; However, discrimination prevents individuals from getting tested 

and seeking or adhering to treatment and care due to the stigma associated with being HIV 

positive (CDC, 2010). 
• ' 

The healthcare sector is of paramount importance due to the role of health care workers (HCW s) 

in caring for HIV-positive patients. However, it has been consistently identified as a major 

source of stigma and discrimination. Recent studies on the obstacles to care for PLHA found that 

physicians and nurses were often relt1ctant to provide PLHA with health services due to tl1e1r 

lack of knowled.ge about inf ect1on prevention, doubts as to tl1e eff ect1veness of prevention 

measures; moral stigtnas against illegitimate sex, fears of being st1gn1at1zed by the community: 

misconceptions about care and treatment of PLI-IA; and the generally negative connotations 

associated with HIV/ AIDS (Il1ab et al, 2013). 

Stigma and discrim111ation are serious obstacles stand111g 1n the \\ ay of effective HI\T/AIDS 

prevention and care (Kalichman, 2006). In order to combat HIV/AIDS related S&D, it 15 

itnportant to quantify tl1em, to understand tl1eir 1nagn1tudes, to exJ)lore their a�soc1ated factot
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depressive sympto1nology. Di�closi11g HIV status to friends was associated witl1 lower levels of 

stigma (Pearson et al., 2009). Tl1ese findings suggest that HIV care in comparable settings should 

include counselling, support groups, and peer support, that includes stigma and disclos\}re 

concerns prior to and following diagnosis. Most importantly, assessment and treatment of 

depression sl1ould be incorporated into ongoing HIV care. 

2.6 Factors associated with stigma and .discrimination attitude among hospital workers 

HIV/ AIDS- related stigma and discrimination attitude has accompanied the AIDS epidemic from 

tl1e start and it can occur everywhere, but they may have more serious consequences in 

healthcare settings. 

0 

Access to appropriate treatn1ent and cai·e for individuals with HIV/ AIDS is generally recognized 

as a fundamental human right; However, discrimination prevents individuals from getting tested 

and seeking or adhering to treatment and ca1·e due to the stigma associated with being HIV 

positive (CDC, 2010). 
• • 

The healthcare sector is of paramount in1portance due to the role of health care workers (HCWs) 

in caring for HIV-positive patients. However·, it has been consistently identified as a major 

source of stigma and discrimination. Recent studies on the obstacles to care for PLHA found that 

physicians and nurses were often reluctant to provide PLHA vvith hea1th sen1ices due to their 

lack of knowledge about infection prevention; doubts as to tl1e effectiveness of prevention 

measures; moral stign1as against illeg1t1male sex; fears of being stign1atized by the community� 

misconceptions about care and treat1nent of PLHA; and the generally negative connotations 

associated with HIV/ AIDS (fl1ab et al, 2013) 

Stigma and discrim1natio11 are serious obstacles standing 1n tl1e \\ ay of effective HlV 'AIDS 

prevention and ·care (Kalicl1man, 2006). In order to combat HIV/AIDS related S&D, it 1s 

important to quantify them, to understand tl1eir n1agnin1des, to explore their associated factors 
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• 

I 
• 

and to explore how they vary across groups, settings and cultural contexts within a country 

(Ihab et. al., 2013). 

2.7 Disclosure an1ong people livi11g with ffiV/AIDS

Infection with tl1e human in1munodeficiency virus (HIV) is a global pandemic and the 

co1nmonest route of infection in the developing world especially in a country like Nigeria is 

mostly by hete1·osexual intercourse (Kristensen et al., 2002). Sub-Saharan Africa has 

approximately 1 Oo/o of the world's populatio11. 

0 

Nigeria is reputed to have the second largest popl1lation of people living with HIV/AIDS 

(PL WHA) worldwide as well as HIV sere-prevalence of 4.6% (FMoH, 2008). Although the sero

prevalence rate of esti1nated population livjng with the HNI AIDS has since dropped to about 

3.63/o (UNGASS, 2010); the size of Nigeria's population greatly n1agnifies tl1e burden of 

infection in the populace. It is reported that Nigeria now has the highest number of new 

infections each year (WHO/UNAIDS, 2011 ). 

A few studies have documented gender differences in HIV- positive disclosure rates to partners 

and the fmdings have been mixed. So1ne 1·eported no gender differences as in the case 1n 

Ethiopia (Deribe, 2009) and Mali (Ndiaye. 2006). Also reported was a higher disclosure rates by 

HIV positive men (84o/o) than HIV positive women (78°/o) (Skogmar, 2006). Several other 

studies did report higher rates. fo disclosure by wo111en as in tl1e case in Burkina Faso and Mali 

(Ndiaye, 2006), South Africa (Olley, 2004) and Uruted States of America (v\'einhardt, 2004). 

Regardless of whether there \Vere significant gender differences i11 disclosure rates, n1ost studies 

documented substantial gender differences 111 the contexts of, barriers to and outcon1e� of 

disclosure. Some studies explored socio-den1ograpl11c factors that influence disclosure. 

principally residence and ethn1c1ty For example, researches in South Africa fou11d higher 

disclosure rates in urban settings tl1a11 in the rural settings (Nor111an t\, 2007). In the lrK, �tud1c� 
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• 

found that African n1en were less likely than were white men to disclose to their partners about 

• • 

their HIV infection status (66% vs. 86%) respectively (Elford et al., 2008). Similarly, a study in 

French Antilles a11d French Guyana found that non Fre11ch citizens were less likely to disclose to 

a steady partner tl1an were French citizens (Bouillon, 2007) and also studies in the US found that 

African Americans disclosed less often than did European Americans(V ance, 2006). 

Such results suggest that individuals from racial/ethnic minority groups have greater concerns 

about stigmatization if they disclose their status. Socio-economic factors and access to resources 
, 

• 

also appear to play an important role. In the South African study n1entioned earlier (No1·111an, 

2007), urban communities with highe1· disclosure rates had more institutional sources of support, 

including NGOs and hospitals. 

Research from Nigeria and among migrants from Africa in Sweden revealed that more educated 

respondents disclosed more often than did their less educated counterparts (Akani and Erhabor, 

2008). Similarly a study from India found a higher rate of disclosure to part11ers by literate 

respondents compared with illiterate respondents (86o/o vs. 44o/o, respectively). Conversely low 

wage employment and economic vulnerability reduced disclosure by Tanzanian women 

(Antelman, 2001 ), Dominican male sex workers (Padilla, 2008) and Canadian female sex 

workers (Montaner, 2008) . 

Such results suggest tl1at economic and social advantage n1ake disclosure 111ore d1 t'ficult. 

Disclosure is not always voluntary, an issue rose primarily (thougl1 not exclus1\,ely) in studies 

conducted outside Europe and the United states. For exan1ple, In India, 35 °1
0 of male and fen1ale 

respondents reported that tl1eir HIV status had bee11 disclosed \\ 1thout consent and relative5 

sometimes found out a person's HIV status when it was disclosed 111 their presence by someone 

else (Mulye and RaJa, 2005) . 

25 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

found that African men were less likely than \ivere white 1nen to disclose to thei1· partners about 

0 

tl1eir HIV infection status (66°/o vs. 86%) respectively (E]fo1·d et al., 2008). Similarly, a study in 

French Antilles and French Guyana found that non French citizens were less likely to disclose to 

a steady partner than were French citizens (Bouillon, 2007) and also studies in the US found that 

African Americans disclosed less often than did European Americans(Vance, 2006). 

Such results suggest that individuals fron1 racial/ethnic minority groups have greater concerns 

about stigmatization if they disclose their status. Socio-economic factors and access to resources 
r 

• 

also appear to play an important role. In the South African study mentioned earlier (No1n1an, 

2007), urban con1munities with l1igher disclosure rates had more institutional sources of support, 

including NGOs and hospitals. 

Research from Nigeria and among migrants from Africa in Sweden revealed that more educated 

respondents disclosed more often than did their less educated counterparts (Akani and Erhabor, 

2008). Similarly a study fro1n India found a higher rate of disclosure to partners by literate 

respondents compared with illiterate respondents (86% vs. 44%, respectively). Conversely lo\v 

wage employment and economic vulnerability reduced disclosure by Tanzanian \vomen 

(Antelman, 2001), Dominican male sex workers (Padilla ) 2008) and Canadian fema]e sex 

workers (Montaner, 2008). 

Such results suggest tl1at economic and social advantage n1ake disclosure 111ore difficult. 

Disclosure 1s not always voluntary, an issue rose primarily (tl1ougl1 not exclusively) in studies 

conducted outside Europe and the United states. For example, In India, 35 °'0 of male and fe1nale 

respondents reported that tl1eir HIV status had bee11 disclosed \\ 1thout consent and relati, cc; 

sometimes found out a per5on' s H JV status wl1cn it \Vas d1sclosed 111 their presence by somco11e 

else (Mulye and Raja, 2005) . 
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Research has found large variations in the amount of inforrnation that people reveal. For 

exatnple, only about l1alf of respondents i11 a study from India disclosed the exact nature of their 
• 

illness to those around tl1e1n; otl1ers prefen·ed partial disclosure or referred to less stigmatizing 

illness such as fever, heart problem or general illness. (Chandra, 2003). A US study reported that 

54°/4 of the respondents reported having received full disclosure. Atnong a sample of HIV 

positive pregnant youth in Tanzania, disclosu1·e to a partner increased from 22% within 2 months 

of diagnosis to 40% after nearly 4 years (Antelman, 2001 ). 

One study of adult won1en of three ethnic groups in the United States of America found no 

association between disclosure and depressed mood or health-related psychological distress 

except among Latinas, in who111 a modest association was found (Corner et al; 2000). 

In four studies of adults, disclosure was associated with higher levels of HIV stig1na; women 

who disclosed to sexual partners reported negative experiences such as anger and blame, 

including one study where women reported that partners reacted with violence and te11ninated 

0 the relationship �Kilowoet et al., 2001). Small group discussions or group counseling supporting 

0 

disclosure was shown in a trial of adolescents with HIV in the USA to significantly decrease the 

adolescents' report of unprotected sex, but there was no statistically significant difference in 

disclosure of HIV status to sexual partners (Rotheram- Borus et al; 200 I). 

In other studies in the USA, when small group d iscuss1ons were used to support disclosure by 

parents with HIV (Rotheram- Barus et al; 2001 ), there was no s1gn1ficant increase in disclosure 

to their adolescent children, and the parents had signtficantly l1igher n1ean depression scores at 

tliree months (but no significant difference at 15 or 24 n1011ths). Adult MSM living ,v1th HIV

were no more likely to disclose to a l11gl1er number of family members (stat1st1ca)ly non

significant) than was the control group (Serovich et al; 2011 ). 

• • 
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Structured support groups or workshops in Africa were shown to significantly increase 

disclosure by pregna11t women with HIV at two and eight months of follow-up; there was no 

statistically significant difference in reported depressio.n (Mundell et al., 2011 ). Another study 

(Otis et al., 2012) fou11d no significant difference one week after women with HIV participated 

in empowerment workshops to help then1 deal with tl1e emotional consequences of keeping tl1eir 

HIV status a secret. 

C 

Reco1nn1endations for a public health approach and considerations for policy-makers and 

managers, One-on-one counselling significantly increased disclosu1·e by mothers with HIV to 

their young children in one study (Murpl1y, 2011 ), but the quality of the evidence is very low. 

Peer-led behavioural interventions were shown to significantly increase adult MSM's self

reported motivat·ion to inform sexual partners (Wolitski et. al., 2005). Nine additional studies 

were included, but were not amenable to GRADE analysis because of inadequate data. One study 

was a disclosure-only intervention (Serovicl1 et al., 2009); the remaining were more 

comprehensive interventions designed to address multiple issues relating to HIV infection, but 

included disclosure as part of the intervention. 

2.8 Benefits of disclosure among people living ,vith 1-IIV/ AIDS 

One way to reduce the spread ot· HIV may be to e11courage infected indi,,iduals to comn1un1cate 

their disease status to tl1e1r sexual partners. Disclosure 111ay reduce the trans1111ss1on of HIV by 

raising awareness and decreasing risky behavior (WHO, 2004). 

Disclosure to sexual partners was associated w1tl1 increased freque11cy of condom use and 

reduced number of sexual partners; those � 110 disclosed to HIV-negative partnerc;; \\ ere 

significantly less likely to engage in unp1otected anal �ex con1pared ,, 1th those \\ }10 dtd not 

dtsclo&e tl1ei1· HIV status (Crep� et czl., 2012).
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Several studies among hete1·osexual men and women, young people and attendees of an 

outpatient HIV clinic found tl1at disclosure had a positive association with the length of tirne. 

Overall, studies of adolescents l1ave found that disclosure was associated with improved clinical 

outcomes as n1easured by increased CD4 cell counts (Sl1ennan et al., 2000) decreased nun1ber of 

partners (but not witl1 decreases in unprotected sex) (Dempsey et al; 2012). Strachan et al; 2007 

0 

reported in tl1eir the association of disclosure with higher CD4 counts. • 

' 

Disclosu1·e was associated witl1 better HIV testing and nevirapine adherence in the infants of 

mothers wl10 disclosed tl1eir positive HIV status to· their partners (Peltezer and Mlarnbo 2010), 

while nondisclosure was associated with suboptimal PMTCT outcomes (Jasseru1n et al; 2013). 

Several studies of adults showed disclosure was associated with better linkage to care and ART 

adherence (Sayles and Beyene 2000) . 

• 

• 

• 
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• 

3.1 . Study Area 

CHAPTER THREE 

METHODOLOGY 

Tl1e study was carried out at the Institute of Human Virology, Nigeria (IHVN) supported site, 

University of A_puja Teaching Hospital Gwagwalada, a tertiary health centre. University of 

Abuja Teaclling Hospital is located in Gwagwalada, in the Federal Capital Territory of Nigeria 

The hospital n1etamorphosed fro1n a Specialist Hospital in 1982 under the Federal Capital 

Develo·pment Agency to Federal medical Centre in 1993. In September 2006, it was upgraded 

fro1n Federal Medical Centre to a Teaching Hospital for the University of Abuja. The hospital 

which is managed by a eight membe1· management committee l1as 29 departments, 350 bed 

spaces and offered services such as; in-patient and out-patient services; radiological and 

laboratory services and social welfare services. University of Abuja Teaching Hospital became a 

full fledged ACTION PlusUp site in 2005. Tl1e site is one of the 172 PEPF AR (US President's 

Emergency Plan for AIDS Relief) funded ACTION Plus Up sites in the Federal Capital 

Territory. It offers services sucl1 as HIV counseling and testing, prevention of mother to child 

transmission (PMTCT), antiretroviral therapy and treatment of opportunistic infections. Otlier 

ACTION Plus Up s1tes in the Federal Capital Territory include: National hospital, Abuja, 

General Hospital Nyanya and Primary Health centre, Kabusa. 

3.2 Study Design 

The study was a cross-sectional study among young persons I1,11ng ,,,ith HIV1AIDS using both

quantitative (interviewer adn1inistered questionnaire) and qual1tati,1e (focus group d1scuss1011) 

methods. 

3.3 Study Populatio11 

Study participants were HIV seropositive young people aged 15-24 years receiving ART 
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treatment and/or care at the University of Abuja Teaching Hospital, Gwagwalada. 

3.3.1 Inclusion criterion: 

I. Y ou11g people aged 15-24 years living with HIV/ AIDS

3.4 Sample Size 

C 

Detern1ination of sample size was calculated using the fo1·111ula for sa111p!e size dete1mination for 

single proportion 

n== z
2 (pq) 

Where 

n = minimum sample size required 

p 

q 

d 

-

-

89%. Proportion of PL HIV that disclosed in a study by AS Sagay et al 2006 

1-p
• 

- Desired precision at 5% 
• 

z - Value of standard normal deviation at 95% CI= 1.96 

n 150 

Adjusting for none response (nr) rate of l 0% = 1 x N/ 1-nr 

150/1-0. l 

150/0.9 

= 167 

3.4.1 Sampling Tccl1niquc 

• 

• 

A total population survey of 230 co11sent1ng young peOJ)le aged 15-24 years old rece1v 1ng

treatment/ care at University of AbuJa Teacl1i11g Ho�ptlal ,vas conductecl 

3.5 Data Collection 
• 

Two data collection instruments were en1p]oyed· 
' 
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• 
• 

1. An interviewer administered semi structured questionnaire which consists of four

sections: 

I. Sectio11 A: Socio-demographic cl1aracteristics of respondents

II. Section B: Disclosure e.g. status of disclosure and reasons for disclosure,

III. Sectio11 C: Stigma scale consisting of 20 questions (Berger 2001) to assess feelings and

opinions of people with HIV in relation to stigma. 

IV. Section D: Sexual characteristics and risk behavior of respondents such as sexual active

status, age at first sexual intercourse, number of sexual partners, condom use e. t.c. 

2. A Focus Group Discussion guide which consist of questions on disclosure of HIV status and

stigma • 
• 

For the interviewer administered questionnaire, the investigator and two trained data collectors 

were involved in data collection. The trainiI1g for data collectors was conducted by the 

investigator over a 2-day period. Informed consent was obtained after detailed explanation of 

the study purpose to respondents and all info11nation were obtained u11der anonymity. For the 

qualitative interview, two focus group discussions were conducted among the two age categories 

( 15-19 years and 20-24 years). A total of 17 voluntary female young people participated 1n the 

focus group discussions. 

3.6 Data Ma11agement and Analysis 

3.6.1 Quantitative Data 

3.6.1.1 Data Quality • 

All fieldwork was s·uperv1sed. Co1npleted questionnaires were checked daily for completenesc;; 

and accuracy on the field 

3.6.1.2 Data Analysis 

Data entry and management was earned out using SSPS \ers1on 20 The main outcon1e ,,ariables 
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1. An interviewer administered semi structured questionnaire which consists of four

sections: 

I. Section A: Socio-demographic characteristics of respondents

II. Section B: Disclosure e.g. status of disclosure and reasons for disclosure,

III. Section C: S tign1a scale consisting of 20 questions (Berger 2001) to assess feelings and

opinions of people with HN in relation to stigma 

IV. Section D: Sexual characteristics and risk behavior of respondents such as sexual active

status, age at first sexual intercourse, nu1nber of sexual partners, condom use e.t.c. 

2. A Focus Group Discussion guide which consist of questions on disclosure of HIV status and

stigma • 
• 

For the interviewer administered questionnaire� the investigator and two trained data collectors 

were involved in data collection. The traini11g for data collectors was conducted by the 

investigator over a 2-day period. Informed consent was obtained after detailed explanation of 

the study purpose to respondents and all infonnation were obtained under anonymity. For the 

qualitative interview, two focus group discussions were conducted among the two age categories 

( 15-19 years and 20-24 years). A total of 17 voluntary fem ale young people participated in the 

focus group discussions. 

3.6 Data Ma11agement and Analysis 

3.6.1 Quantitative Data 

3.6.1.1 Data Quality ' 

All fieldwork was supervised. Completed questionnaires were checked daily for completeness 

and accuracy on the field 

3.6.1.2 Data Analysis 

Data entry and management was earned out using SSP5 version 20 The ma1n ot1tcomc ,,ariables 
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assessed were disclosure of HIV status and perceived stigma. The independent variables were 

socio-demograpl1ic characteristics, sexual characteristics and knowledge of HIV n1ode of 

transmission and prevention. Test of association between the dependent (Perceived stigma and 

HIV Status disclosure) and independent vai·iables was carried out using Chi-square test. The 

independent variables that were significant at 20o/o were included i11to binary logistic regression 

to detennine factors associated with disclosure of HN status and perceived stigma 

A four point likert scale; strongly agree, agree, strongly disagree �d disagree was used to ass�ss 

respondents' perception of HIV stigma. These were coded 1, 2. 3 and 4 respectively. There were 

20 perception questions. The highest obtainable score was 80 and minimum 20. Respondents 

who scored� 50 were regarded as having positive perception of HIV stigma. 

Knowledge of HIV modes of transmission and prevention was assessed using 8 ponit scale with 

correct and incorrect respo11ses assigned 1 and O point. Respondents who scored 8 were 

categorized as having good HIV knowledge. 

3.6.2 Qualitative data 

The qualitative analysis will be reported thematically using the following sub theme 

• Opinion about stigma

• Opinion about disclosure

3. 7 Ethical Considerations 

Ethical approval (Appendix 2) was obta111ed fron1 the University of AbuJa Teaclung Hospital 

Gwagwalada Etl1ics Review Comn1ittee before co1nmencement of the study. Pern11ss1on to carry 

out study was obtained fron1 the head ot tl1e ART clinic after a detailed explanation of the 

purpose, objectives, procedure and metl1odology of the study Written 1nforrned con5ent \Vas also 

obtained from the study respondents who we·re aged 18 years and above, \Vhile for respondents 

below the age of 18 years assents were obtained as \Veil as consent from their parents/guardians 

• 
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Participants were informed tl1at participation i.J1 the study was voluntary and that tl1ey �ere free 

to withdraw at any point they feel unco1nfortable witl1 the questionnaire. Also natnes or personal 

identifiers we1·e �xcluded from the questionnaires to ensure participants' confidentiality. 

• 
• 

• 

• ' 

• 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-Demographic Cha1·acteristics of Respondents 

• 

A total of 230 young people participated in the study. Response rate was I 00%. The age range of 

the respondents was 15-24 years with the mean age of 20.2 ± 2.8 years. Respondents in the age 

group (20-24 years) we1·e tl1e highest amongst the population (59.6%) (Table 1). A larger 

proportion of the respondents we1·e females (77.0%), while more than half of the respondents had 

secondary education ( 62.23/o) (Table 1 ). Majority of tl1e respondents were single (88. 7%) with 

n1ore than half of them being students (64.8%). Majority of the respondents lived with both 

parents (60.4%),. while 10.0% lived with their mothers alone and 3.5% lived with their fathers. 

• 

More than half of the respondents were Christians (68.7%) . 

• 

C 
• 

• • 
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Table 1: Socio-demographic Cha1·acteristics of Respondents 

• 

Socio- demographic cha1·acteristics Frequency n (%) 

C 

Sex 
Male 
Female 

Age 
15-19
20-24

• 

Level of Education 
No fon11al Edt1cation 
Pri1nary 
Secondary 
Tertiary 

Religion 
Islam 
Christianity 
Traditional 

l\'larital Status 
Never married 
Currently married 
Separated 
Widowed 

Occupation 
Students 
Businessff rad1ng 
Unemployed 
Others 

Person living ,vitl1 
Self 
Father alone 
�Jother alone 
Botl1 parents 
Brotl1er1S1stcr 
Otl1er relatives 
Fnend 
SEouse 

• 

• 

35 

53(23.0) 
177(77.0) 

93( 40.4) 
137(59.6) 

23(10.0) 
16(7.0) 

143(62.2) 
48(20.9) 

70(30.4) 
158(68. 7) 

2(0.9) 

204(88.7) 
22(9.6) 
2(0.9) 
2(0.9) 

149(64.8) 
32(13.9) 
24(10.4) 
25(10.9) 

7(3 0) 
8(3 .5) 

23( 10.0) 
139(60 4) 
14(6 1) 
23( l 0.0) 

1(0.4) 
15(6.5) 

• 

• 
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4.2: Background Cl1aracteristics of Respondents 

Respondents from 1nonoga1nous family were 70.1 °/o as against those from the polyga1nous 

family 29.9°/o. Nearly half of tl1e r�spondents l1ad between 4 and 6 siblings (48.7%). Majority of 

the respondents l1ad both parents alive (78.3°/o), while less than a quarter of the respondents had
, 

their motl1ers alive (13.9°/o) and 2.6% of the respondents had their parents both dead. A larger 

proportion of the respondents said their parents were still married (77.4%), 19.1 % were widowed 

and 0.9°/o separated (Table 2). More tl1an a third of respondents' pare11ts had secondary education 

with the fathe1·s recording 37.8% and mothers 37.0%. About 21 % of respondent's fathers and 

50.4°/o of their mothers were into business and trading (Table 2) . 

• 

• • 

-

• 
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Table 2: Distribution of Background Characteristics of Respondents 

• 

Background characteristics Frequency n (0/o) 

• 

0 
-

Family type 
Monogamous 
Polygamous 

Siblings 
0-3

4-6
7-10

Orphan Status
Botl1 Parents Dead
Father Alone Alive
Mother Alone Alive
Both Parents Alive
Parents Marital Status 
Currently 111arried 
Separated 
Widowed 
Missing 
Father's Level of Education 
No fonnal Education 
Primary 
Secondal)' 
Tertiary 
Missing 
Mother's Le,1el of Education 
No for1nal Education 
Primary 
Secondary 
Tertiary 
Father's Occupation 
Unemployed 
Business/Trading 
Civil Servant 
Far111er 
Others 
M1ss1ng 
Mother's occupation 
Unetnployed 
Bus1ness/Trad1ng 
Civil servant 
Others 
Miss1ng 

37 

162(70.1) 
68(29.9) 

96( 41.7) 
112( 48. 7) 

22(9.6) 

6(2.6) 

12(5.2) 
32(13.9) 
180(78.3) 

I 76(77.4) 
2(0.9) 

44( 19.1) 
6(2.6) 

37(16.1) 
28(12.2) 
87(37.8) 
77(33.5) 
1(0.4) 

46(20.0) 
57(24.8) 
85(37.0) 
42(18.3) 

19(8.3) 
48(20.9) 
47(20.4) 
36( 15.7) 
22(9 6) 
58(25.2) 

30(13.0) 
116(50.4) 
27(11 7) 
17(7 4) 
40(17 4) 

---

• 

• ' 

f 
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• 

4.3: Disclosure of HIV Status 

More tl1an l1alf of the respondents (59.6°/o) said it is not advisable to disclose HIV statu.s while 

40.4°/o said it is advisable to disclose HIV status (Table 3). Less than l1alf ( 42.2%) had disclosed 

HIV status while_ 57 .8°/o had not disclosed their HIV status. Persons to whom they disclosed their 

HIV status to was highest amongst mothers (69.1 %) followed by fathers (52.6%) whi]e 

disclosing to their neighbors was tl1e least (2.1 %) (Table 3). About a third (34.0%) of the 

respondents revealed that reasons for disclosure was the need for support and need to start taking 
• 

HIV treatment. 

• 

-

• , 

• 

0 
-

• I 
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4.3: Disclosure of HIV Status 

More than half of the respondents (59.6%) said it is not advisable to disclose HIV status wl1ile 

40.43/o said it is advisable to disclose HIV status (Table 3). Less than half ( 42.2%) had disclosed 

HIV status while 57 .8% had not disclosed their HIV status. Persons to whom they djsclosed their 

HIV status to was highest amongst mothers (69.1 %) followed by fathers (52.6%) while 

disclosing to tl1eir neigl1bors was the least (2.1 %) (Table 3). About a third (34.0%) of the 

respondents revealed tl1at reasons for disclosure was the need for support and need to start taking 
• 

HIV treatment. 

• 

• • 

• 

I 
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• 

Table 3: Disclosure of llIV status 

• 

Cl1aracteristics 

Advisable to disclose Fl IV status 

Yes 

No 

Disclosure of mv status 

Yes 

No 

If yes, Person (s) disclosed to (11=97)

Spouse/Sex partner 

Yes 

Motl1er 

Yes 

Fatl1er 

Yes 

Brother/Sister 

- Yes

Relati,,es 

Yes 

Friends 

Yes 

Religious leader 

Yes 

Neighbor 

Yes 

Reasons for disclosu re(n=97) 

Need for support 

Need to start tak.Jng HIV treatment 

To get relief from emotional stress 

Information and counseling from l1ealth 

workers influenced n1e 

lntcnd to disclose JOV status (11= 133) 

Yes 

No 

Don't K.J1ow 

39 

• 

Frequency n (o/o) 

93(40.4) 

137(59.6) 

97( 42.2) 

133(57.8) 

29(29.9) 

68(69.1) 

51 (52.6) 

27(27.8) 

• 

18(18.6) 

15(15.5) 

12(12 4) 

2(2.1) 

33(34.0) 

33(34 0) 

13(13 4) 

18(18.6) 

17(12 8) 

29(21 8) 

87(65.4) 

• 

• 

• 

• 

• 
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• 

Table 3: Disclosure of HIV status 
.. 

• 

• 

• 

0 

Cl1aracteristics 

Advisable to disclose mv status 

Yes 

No 

Disclosure of mv status 

Yes 

No 

If yes, Person (s) disclosed to (11=97) 

Spouse/Sex pa1·tner 

Yes 

Motlier 

Yes 

Fatl1er 

Yes 

• 

Brotl1er/Sister 

. - Yes 

Relati,1es 

Yes 

Friends 

Yes 

Religious leader 

Yes 

Neigl1bor 

Yes 

Reasons for disclost1re{n=97) 

Need for support 

Need to start laking I [IV treatn1e11t 

To get relief from emot1onal stress 

Information and counseling from health 

workers influenced n1e 

lnlc11d to disclose lflV status {r1= 133) 

Yes 

No 

Don't Kno\v 

39 

Frequency 11 (%) 

93(40.4) 

137(59.6) 

97(42.2) 

133(57.8) 

29(29.9) 

68(69.1) 

51 (52.6) 

27(27.8) 

• 

18(18.6) 

15(15.5) 

12(12.4) 

2(2 1) 

33(34 0) 

33(34 0) 

13(13.4) 

18(18.6) 

17(12 8) 

29(21 8) 

87(65.4) 

• 

• 

•
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4.4: Perception of HIV/ AIDS Stigma 
' 

• 

The mean perception score was 58.3 ± 6.2. About 31. 7°/4 of the respondents strongly agreed that 

they feel guilty because they have HIV while 40% disagreed. Also, 66.5% strongly agreed that 

1nost people with HIV are rejected when others find out while 0.4% st1·ongly disagreed. Seventy 

seven pe1·cent of the respondents strongly agreed that they were careful about who they revealed 

their H1V status to, 20.4°/o agreed while 0.4% strongly disagreed. More than half (56.1 %) of the 

respondents strongly agreed that most people avoid touching someone with HN, 27.4% agreed 

while about 15 .2°/o disagreed. (Table 4). 

Over half (54.3%) of the respondents had negative perception of HIV/AIDS stigma. (Table 5) 

• 
• 

• 

0 

• 
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Table 4: Perception of IDV/AIDS Stigma· 

Variables Strongly agree n (0
/0)

1 feel guilty because l l1avc HIV 73 (31.7) 

Peoples' attitude about HIV makes 34 (14.8) 
me feel worse about myself. 

0 

People with HIV lose their jobs 16 (7.0) 
when their e1nployers find out 

I feel ram not as good a person as 29 (12.6) 
otl1ers because l l1a ve 1-I IV 

r never feel ashamed or having 4 ( 1.7) 
Ii IV 

Peo1>le witl1 HIV arc treated as 87(37 .8) 
outcasts 

Most people believe that a person 
who has HIV is dirty 

Having HlV tnakes me feel 
unclean 

95 (41.3) 

Since learning I have HIV, l feel 10 (4.3) 
set apart and isolated from the rest 
of the \vorld • 

Most people thm.k that a person 
with HIV is d1sgusting 

Having HIV makes 1ne feel I'm 
bad 

Most people with l-ll\1 are often 
reJected when others find oul 

I am very careful \vho J tell that I 
have H[V 

Some people who know J have 
I-Irv have grown more dist.ant 

Most people are unco1nf ortable 
around someone with HTV 

1 never feel tlle need lo hide the 
fact that I have l I IV 

1 worry that people may judge ,nc 
when they learn I have 11 IV 

Having HIV 1n my body is 
dtSgust1ng to me 

Most people avoid touching 
someone with HIV 

Some people close lo me are afraid 
others will rcJecl lhe1n if it 
beco,ncs known that I have HIV 

I have slopped socializing with 
some people because ofthe1r 
reactions to my havLng HIV 

10 (4 3) 

3( I 3) 

153 (66 5) 

177(77 0) 

14( 6 l) 

145(63.0) 

9(3 9) 

9(3 9) 

I 3(5.7) 

129(56.l) 

30(13.0) 

13(5 7) 

Agree 11 (o/n) 

37 (16.1} 

7 J (30.9) 

128 (55.7) 

47 (20.4) 

41 ( 17 .8) 

74 (32.2) 

65 (28.3) 

42 (18.3) 

55 (23.9) 

159 (69 I) 

74(32.2) 

39 (17.0) 

47(20 4) 

48(20 9) 

63(27 4) 

75(32.6) 

153(66 5) 

87()7 8) 

63(274) 

140 (60 9) 

60(26 I) 

40 

Disngrcc 11 (o/o) 

92 (40.0) 

96 (41.7) 

77 (33.5) 

133 (57.8) 

63 (27.4) 

54 (23.5) 

47 (20.4) 

110 (47.8) 

151 (65.7) 

58 (25.2) 

137(59.6) 

37(16 I) 

5(2.2) 

136(59.1) 

22(9 6) 

52(22.6) 

60(26 I) 

I 16(50 4) 

35( 15.2) 

60(26 I) 

123(53.5) 

• 

Strongly disagree n (o/n) 

28 (12.2) 

29 (12.6) 

9 (3.9) 

21 (9. l) 

122 (53.0) 

15 (6.5) 

23 (10.0) 

73 (31.7) 

14 (6.1) 

3 ( 1.3) 

16(7 .0) 

I (0.4) 

I (0 4) 

32(13 9) 

0(0 0) 

94(40.9) 

8(3 5) 

14(6 l) 

3( 1.3) 

0(0 0) 

34(14.8) 

•

• 

• 

• "
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0 

Table 4: Perception of IDV/ AIDS Stigma 

Varial>les Stror1gly agree. n (0
/0)

I feel guilty because I have 1--11 V 73 (31.7) 

Peoples' attitude about HIV mo kes 34 ( t 4 .8) 
me feel worse about myself. 

People witl1 HIV lose their jobs 16 (7 .0) 
when their employers find out 

I feel I am not as good a person as 29 (12.6) 
0U1ers because I l1ave tIIV 

I never feel ashan1ed of having 4 (1.7) 
HIV 

People with HIV are treated as 87(37.8) 
outcasts 

Most people believe that a person 
who has HIV is dirty 

Having HIV makes rne feel 
unclean 

95 (41.3) 

5 (2.2) 

Since learning I have HIV, l feel 10 (4 3) 
set apart and isolated from the rest 
of the \Vorld -

Most people think that a person 
with HIV rs drsgustmg 

Having HIV makes me feel I'm 
bad 

Most people with HIV are often 
rejected when otJ,ers find out 

I am very careful who I tell that I 
have f-lIV 

Some people who know T have 
11 rv have grown more d 1st.ant

Most people are uncomfortable 
around someone with H rv 

I never feel the need to hide the 
fact thar I have HIV 

I worry that people ,nay Judge me 
when they learn I have 11 IV 

Having 1-IIV ,n n1y body is 
disgusting to me 

Most people avoid touching 
someone with I IIV 

Some people close to me are afraid 
others will rcJecl ll1em 1f 1t 
beco,nes known that I have 1-IIV 

I have stopped soc1aliz1ng with

sorne people because of their 

reactions to 1ny having I! JV 

10 (4.3) 

3 ( 1.3) 

153 (66 5) 

177(77 0) 

14(6.1) 

14 5(63 0) 

9(3.9) 

9(3 9) 

13(5.7) 

129(561) 

30 (13.0) 

13(5 7) 

Agree n (o/o) 

37(16.1) 

71 (30.9) 

128 (55.7) 

47 (20.4) 

41 (17.8) 

74 (32 2) 

65 (28.3) 

42 ( 18.3) 

55 (23.9) 

159 (691) 

74(32.2) 

39 (17.0) 

47(20 4) 

48(20,9) 

63(27.4) 

75(32.6) 

153(66 5) 

87(37 8) 

6)(274) 

140 (60 9) 

60(26.1) 

40 

Disagree n (%) 

92 (40.0) 

96 (41.7) 

77 (33.5) 

133 (57.8) 

63 (27.4) 

54 (23.5) 

47 (20.4) 

110 (47.8) 

151(65 7) 

58 (25.2) 

137(59.6) 

37(16.1) 

5(2.2) 

136(59.1) 

22(9 6)

52(22 6) 

60(26.1) 

116(50.4) 

35(15 2) 

60(26.1) 

123(53.5) 

• 

Strongly disagree r1 (¾) 

28 ( 12.2) 

29 (12.6) 

9 {3.9) 

21 (9.1) 

122 (53.0) 

15 (6.5) 

23 (10.0) 

73 (31 7) 

14(6.1) 

3 ( 1.3) 

16(7 .0) 

I (0 4) 

1(0.4) 

32(139) 

0(0 0) 

94(40.9) 

8(3 5) 

14( 6 I) 

3(1.3) 

0(0.0) 

34(148} 

• 

• 
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Table 5: Perceived IIlV/AIDS Stign1a 

Characteristics 

' 

Perception of HIV/ AIDS Stigma 

Positiv.e Perception of I-IN Stig1na 

Negative Perception of HIV Stigma 

• 

• 

-

• 

Frequency n (0/o) 

I 05 ( 45.7) 

125(54.3) 

• 
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0 

4.5: Sexual Behaviour 

Majority of the respondents had had sexual intercourse (81.7%) with nearly half of them having 

tl1eir first sexual intercourse between age 15-17 years ( 4 7. 9°/4) and 31. 9% having theit· first sex at 

less than 15 years (Table 6). More than half of the respondents had had sex since tested positive 

(69.1 o/o). About 53.8o/o of the respondents had more than one sexual partner since tested positive, 
• 

• 

with majority of these sexual partners been casual partners (64.6%), while 3.8% were �ex 
• 

workers. More tl1an l1alf of tl1e respondents said they did not use condoms at all ti1nes during 

sexual acts since tested positive (60.8%) wl1ile a larger proportion of the respondents said they 

changed their sexual behaviour since tested positive (87.2%) .

• 

• 

• • 

• 
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0 

4.5: Sexual Behaviour 

Majority of the respondents had had sexual intercou1·se (81.7%) with nearly half of them having 

tl1eir first sexual intercourse between age 15-17 years ( 4 7 .9°/o) and 31.9% l1aving theit· first sex at 

less than 15 years (Table 6). More than l1alf of the respo11dents had had sex since tested posit·ive 

(69.1 o/o). About 53.8% of the respondents had more than one sexual partner since tested positive, 
• 

• 

with majority of these sexual partners been casual partners (64.6%), while 3.8% were �ex 
• 

workers. More tl1an half of the respondents said they did not use condoms at all ti1nes during 

sexual acts since tested positive (60.8%) while a larger p1·oportion of the respondents said they 

changed their sexual behaviour since tested positive (87.2%) . 

• 

• < 

• 
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0 

Table 6: Sexual behaviou1· 

Characteristics 

Ever lrad sex 

Yes 

No 

Age at first scx(n=l88) 
<15 
15-17

18+ 

• 

• 

Had sex since tested positive (n=188) 
Yes 

Num her of sexual partners since tested positive (n=130) 

1 
>1

Type of sex partners since tested positive (n=130) 

Spouse/co-habiting partner 
Yes 

Boy/Girl friend 
Yes 

Casual partner 
Yes 

-

Sex ,,,orkcr 
Yes 

• 

Use condoms at all times during sexual acts si11cc tested positive

(n= l 30) 
Yes 

Change in sc�unl behavior since tested 11ositivc? (11=188)

Yes 

\Vays in '"hich sexual behavior l1as changed (n= 188)

Have not had sex ,vitl1 an}1or1c

Yes 

Use cor1dom n1orc frcqtacntly 
Yes 

Use condon1 lc!ls frcqucntl) 
Yes 

J,Jave more sexual pnrtr1crs

Yes 

Have fewer sexual partners

Yes 

43 

• 

Frequency n (0/o) 

188(81.7) 
42(18.3) 

60(31.9) 
90(47.9) 
38(20.2) 

130(69. l) 

60(46.2) 
70(53.8) 

30(23.1) 

59(45.4) 

84(64.6) 

5(3 8) 

50(38.5) 

164(87 2) 

58 (10 9) 

30( 16.0) 

73(38 8) 

21(11.2) 

43(22.9) 

• 

• 

• 

• 

•
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4.6: Knowledge of HIV Transmission and Prevention 

A lower proportion of respondents reported that HIV can be spread by mosquitoes and through

sl1aring cooking utensils (5.2o/o respectively). Majority of respondents knew HIV could be 

transmitted from mother to child (87 .8o/o), blood transfusion (96.1 %), sharing of sharp objects 

(95.2%) a11d unprotected sex (92.2%) (Table 7). More than two-third of respondents admitted 

that treatment (67.4°/o) and consistent use of condoms (69.6%) could prevent transmission of 

HIV. 

On the overall, a higher proportion of the 1·espondents (78.3%) had good knowledge of HIV 

modes of transmission and prevention. (Table 8) 
• 

• 

• 

, 
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Table 7: Knowledge about IDV Transmission and Prevention 

Characteristics 

HIV can be spread through n1osquitoes 

HIV can be sp1·ead by sharing cooking utensils 

a 

HIV can be transmitted fron1 mother to child 

HIV Can be Transmitted through blood 

transfusion 

HIV can be spread through sharing of sharp 

objects 

HIV can be spread through sexual intercourse 

Treatment reduces mother to child t1·ansmission 

HIV can be prevented by using condoms 

consistently 

Yes n (0/o) 

12(5.2) 

12( 5 .2) 

• 

202(87.8) 

221(96.1) 

219(95.2) 

212(92.2) 

155(67.4) 

160(69.6) 

45 

Non (0/o) 

218 (94.8) 

218(94.8) 

• 

28(12.2) 

9(3.9) 

11(4.8) 

18(7.8) 

75(32.6) 

70(30.4) 

•
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4.7. Association Between Socio-Demograpl1ic Characteristics of Respondents and

Disclosure of HIV Sero positive Status 

' 

Disclosure of HIV status was strongly associated witl1 education level, marital status as well as

person respondent was living with. Respondents with primary education and below had a higher 

rate of disclosure co1npared to those with secondary scl1ool education and above (P=0.030) 

(Table 9). Marital status of tl1e respondents was significantly associated with disclosure of HIV

status, with those who were never 1narried l1aving a lower rate of disclosure compared to those 

who were either married, divorced or separated (P<0.001). Also, person(s) respondents were 

living witl1 was associated with disclosure of HIV status, with disclosure to others (religious 

leaders, uncles, aunties and friends) having a l1igher rate than parents and brothers/sisters. Tl1is 

was statistically significant (P=O.O 12) 
r 

• 

• 
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0 

Table 9: Association Between Soc1•0 d h' h t · · f R d t d - emograp 1c c arac er1stics o espon en s an 

Disclosure of HIV seropositive status

Socio-de1nogra phic 

Characteristics 

Sex 

Male 
.. 

Female 

Age 

15-19

20-24

I-lighest Educational level 

Primary and below 

Secondary and above 

Religion 

Christianity 

Others 

Marital Status 

Never Married 

Others 

Occupation 

Student 

Trading/Business 

Unemployed 

Others 

Person(s) living witti

Botl1 Parents 

Either parent 

Brother/sister 

Others 

Disclosure of HIV Status 

Yes (0/o) 

(n=97)

26(49.l) 

71 ( 40.1) 

45( 48.4) 

52(38.0) 

24(57.1) 

73(38.8) 

65( 41.1) 

32(44.4) 

73(35.8) 

24(92.3) 

62( 41.6) 

10(31.3) 

12(50) 

I 3(52) 

49(35.3) 

13(41 9) 

6(42 9) 

29(63 0) 

• 

No (0/o) 

(n=133) 

27(50.9) 

106 (59.9) 

48(51.6) 

85(62.0) 

18(42.9) 

115(61.2) 

93(58.9) 

40(55.6) 

131 (64.2) 

2(7.7) 

87(58.4) 

22(68.8) 

12(50) 

J 2( 48) 

90(64.7) 

18(558 l) 

8(57 1) 

17(37 0) 

48 

Total n (0/o) Chi 

53(100) 

177(100) 

93(100) 

137(100) 

42(100) 

188(100) 

158(100) 

72(100) 

204(100) 

26(100) 

149(100) 

32( 100) 

24(100) 

25( 100) 

139(100) 

31 ( 100) 

14(100) 

46(100) 

square 

1.34 

6.82 

4.72 

0.22 

30.21 

3.17 

10.95 

P- value

• 

0.247 

0.116 

0.030** 

0.638 

• 

<O 001 **

0.365 

0.012•• 

• 

• 

•
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4.8 Association Between Respondents' Background Characteristics and Disclosure of HIV

status. 

Family type was strongly associated with disclosure of HIV status with respondents frotn 

polygan1ous fanuly reporting a higl1er rate of disclosure than those from a monogamous family 

(P< 0.001). Respondents who had 7 siblings and above reported a high rate of disclosure 

compared to those with less than 3 siblings (P<0.00 I) (Table 10). Respondents disclosed more to 

their 1nothers who had tertiary compared to those with secondary education and primary school 

and below, tliis was significant (P=0.047). Also, mother's occupation was associated with 

disclosure with a lower disclosure rate among respondents whose mothers were business 

women/traders compared to those whose mothers were unemployed and those involved in other 

occupation (P=0.020). Respondents orphan status, parents marital stat11s, father's education and 

occupation were however not significantly associated with disclosure. 

• 
• 
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Table 10: Associ�tion between Respondents Background Characteristics and Disclosure of IDV • C 

Sero-positive Status • 

Backg1·ound Cl1aracteristics Disclosure of HIV Status Total n (0/o) Chi square P- value

Yes (0/o) No (0/o) 

• (n=97) (n= 133) 

Family Type. 

Monogamous 54(33.3) I 08( 66. 7) 162(100) 

Polygamous 43 (63.2) 25(36.8) 68(100) 15.21 <0.001 **

Siblings 

0-3 29(30.2) 67(69.8) 96(100) 

4-6 49(43.8) 63(56.3) 112(100) 23.36 <0.001 **

7-10 19(86.4) 3(13.6) 22(100) 

Orpl1an Status • 

• 

Both Parents Alive 76( 42.2) 104(57 .8) 180(100) 

Either one or both parents dead 21(42.0) 29(58.0) 50(100) 0.001 0.978 

Parents Marital Status • " 

Currently Married 74(41.6) 104(58.4) 178(100) • 

Others 21 (45.7) 25(54.3) 46(100) 0.25 0.618 

Fatl1er's Educational level 

Primary and belo\v 35(53.8) 30( 43.5) 65( I 00) 

Secondary 31(35.6) 56(64.4) 87(100) 5.49 0.064 

Tertiary 30(39.0) 47(61.0) 77( l 00) 

Motl1ers Educational Lc,,cl 

Primary and below 44(42.7) 59(57.3) 103(100) 

Secondary 29(34.1) 56(65.9) 85( l 00) 6.13 0.04 7** 

Tertiary 24(57.1) 18(42.9) 42(100) 

Fathers Occupation 

Unemployed 10(52 6) 9(47.4) 19( I 00) 

Businessffrader 17(35 4) 31 (64 6) 48(100) J.13 0.372 

Civil servant 14(29 8) 33(70 2) 47(100) 

Others 20(34 5) 38(65.5) 58(100) 

0 Mother's Occupatio11 

13(41 3) 17(56.7) JO( 100) 
Unemployed 

36(31 O) 80(69.0) 116(100) 7.81 0.020•• 
Businessffrading 

Others 24(54 5) 20( 45.5) 44( l 00) 
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• 

4.9 Association Between Sexual Characteristics of Responde11ts and Disclosure of mv

status. 

Age at first sex, nu1nbe1· of sexual partners, condo1n use were all significantly associated with 

disclosure of HIV status while change in sexual behavior since respondent tested positive was 

11ot significant with disclosure of HIV status . 

• 

' 

• 

• 

• 
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• 

Table 11: Associations Between Sexual Characteristics of Respondents and Disclosure of

HIV ·status. 

Characteristics 

• 

Ever Had Sex 

Yes 

No 

Age At Fi1·st Sex 

<15 years 

15-17 years

18+ 

Had sexual inte1·course 

since tested positive 

Yes 

No 

Number of sexual Partners 

since tested positive 

1 

>1

Consistent use of Condoms 

in all sexual acts 

Yes 

No 
• 

Change in sexual Behavior

since tested positive 

Yes 

No 

Disclosure of IIIV Status Total n (0/o) Chi 

Yes(%) 

(n=97) 

74(39.4) 

23 (54.8) 

26( 43.3) 

22(24.4) 

26(68.4) 

50(38.5) 

24( 41.4) 

34 (56. 7) 

I 6 (22. 9)

• 

34(68 0) 

15(19.0) 

65 ( 40 1) 

9 (37.5) 

• 

• 

No(%) 

(n=133) 

114(60.6) 

19 (45.2) 

34(56.7) 

68(75.6) 

12(31.6) 

80(61.5) 

34(58.6) 

26( 43.3) 

54(77.1) 

16(32 0) 

64(81 0) 

99 (59 9) 

15 (62.5) 

52 

188(100) 

42(100) 

60(100) 

90(100) 

38(100) 

130(100) 

58(100) 

60(100) 

70(100) 

50(100) 

79( l 00) 

164 ( l 00) 

24 (100) 

square 

3.34 

22.23 

0.14 

15.60 

31 22 

0 04 

P- value

0.068 

<0.001 ** · 

0.705 

<0.001 **

< 0.001 ** 

• 
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4.10 Association Between Socio-Demographic Cl1aracteristics and Perceived Stigma 

Female respondents l1ad a higher percentage of positive perception of stigma compared to the 

male respondents, tllis however was not significant (P=O. 707). Perception of stigma differed 

with age witl1 younger 1·espondents ( 10-14 years) having a negative perception of stigma than 

those in the older age group (2_0-24years) (Table 12), this was statistically significant (P=0.005). 

Also educational level of tl1e respondents was significantly associated with perceived stigma, 

respondents with: secondary education and above had a higher percentage of positive perception 
• 

of stigma than those with primary education (P=0.034). However sex, religion, marital status, 

occupation were not significantly associated with perceived stigma. 

• 
• 
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Table 12: Association between Socio-Demogl'·aphic characteristics a11d Perception of

Stigma 

Socio-demograp l1ic 

Characteristics 

HIV/ AIDS Perceived Stigma Chi square P- value

• 

Sex 

Male 

Female 

Age 

15-19

20-24 • 

• 

Highest Educational level 

Pri1nary and below 

Secondary and above 

Religion 

Christianity 

Others 

Marital Status 

Never Married 

Others 

Occupation 

Sh.1dent 

Trading/Business 

Unemployed 

Others 

Person(s) living \Vith 

Both Parents 

Either parent 

Brother/sister 

Others 

-

Positive perception (%) Negative Perception (%) 

• 

(n= l05) 

23( 43.4) 

82 (46.3) 

32(34.4) 

73(53.3) 

13(31.0) 

92( 48.9) 

76(48.1) 

29( 40.3) 

95(46.6) 

10(38.5) 

73( 49.0) 

14(43.8) 

7(29.2) 

11(44.0) 

63( 45.5) 

12(38.7) 

8(57 l) 

22(47.8) 

54 

(n=l25) 

30(56.6) 

95 (53.7) 

61(65.6) 

64(46.7) 

29(69.0) 

96(51.1) 

82(51.9) 

43(59. 7) 

109(53.6) 

16(61.5) 

76(51 0) 

18(56.3) 

l 7(70.8)

14(56 0) 

77(54 5) 

19(61 3) 

6(42 9) 

24(52.2) 

0.14 

7.95 

4.47 

1.22 

0.61 

3 37 

1.44 

• 

• 

0.707 
• 

0.005** 

0.034** 

0.269 

0.434 

• 

• 

0.33 

0.696 
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4.11 Association Between Responde11ts Background Characteristics and Perceived Stigma

Table 4.7 .5 shows the association between respondents' background characteristics and

perceived stigma. None of the background characteristics was significantly associated with

Stigma. 

• 

-

• 

0 
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Table 13: Association between Respondents Background Characteristics and Perceived stigma

Background Cl1aracteristics 

Family Type -

Monogamous 

Polygamous 

Siblings 

0-3

4-6

7-10

Orpl1an Status 

Both Parents Alive 

Either one or both parents dead 

Parents Marital Status 

Currently Married 

Otl1ers 

Father's Educational level 

Primary and below 

Secondary 

Tertiary 

1\!lotl1ers Educational Le,•el 

Primary and below 

Secondary 

Tertiary 
• 

Fatl1ers Occupation 

Unemployed 

Bus1nessrrrader 

Civil servant 

Others 

Mother's Occupation 

Unemployed 

Business/Trading 

Others 

HIV/AIDS Perceived Stign1a 

Positive perception(%) 

(n=105) 

79(48.8) 

26(38.2) 

43(44.8) 

53(47.3) 

9(40.9) 

84(46.7) 

21(42.0) 

84(47.2) 

18(39.1) 

29(44.6) 

39( 44.8) 

37(48 1)

47(45.6) 

40(47 1) 

18( 42.9) 

5(26 3) 

20(4 l ,7) 

25(53.2) 

30(51.7) 

9(30.0) 

58(50.0) 

16(36.4) 

56 

Negative perception 

(¾)(n=l 25) 

83(51.2) 

42(61.8) 

53(55 .2) 

59(52.7) 

13(59.1) 

96(53.3) 

29(58.0) 

94(52.8) 

28(60.9) 

36(55.4) 

48(55 .2) 

40(51.9) 

56(54.4) 

45(52.9) 

24(57.1) 

14(73.7) 

28(58 J) 

22(46 R) 

28(48 3) 

21 (70.0) 

58(50.0) 

28( 63.6) 

Chi square P- value

2.14 0.143 

0.35 0.838 

0.34 0.558 

0.95 0.328 

0.22 0.893 

0.20 0 905 

5.04 0 169 

5.13 0.077 
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4.12 Association between sexual characte1·istics and Perceived stigma

• 

• 

There was a statistically significant association between sexual intercourse since tested positive

and perceived stigma. (P=0.022). However, the association between perceived stigma and ever

had sex, age at first sex, number of sexual partners and consistent use of condoms were not

significant . 

• 

• 

-

• 

• 

• 
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Table 14: Association Between Sexual Characteristics of Respondents and Perception of

Stigma 

Characteristics 

Ever Had Sex

Yes 

No 

Age At First Sex 

<15 years 

15-17years

18+ 
• 

Had sexual intercourse 

since tested positive 

Yes 

No 

Number of sexual 

Partners since tested 

positive 

1 

>1

Consistent use of 

Condoms in all sexual 

acts 

Yes 

No 

Change in sexual 

Bel1aviour since te�ted 

positive 

Yes 

No 

HIV/ AIDS Perceived Stigma 

Positive Perception(%) Negative Perception (0/o) 

• 

.. 

• 

(n= l05) (n=l25) 

85( 45.2) 

20 (47.6) 

17(28.3) 

47(52.2) 

21(56.3) 

66(50.8) 

19(32.8) 

27 (45.0) 

39 (55.7) 

23( 46.0) 

43(54.4) 

74 (45.l) 

11 (45.8) 

58 

103(54.8) 

22 (52.4) 

43(71.7) 

43(47.8) 

17(44.7) 

64( 49.2) 

39(67.2) 

33 (55.0) 

31 ( 44.3) 

27(54 0) 

36( 45.6) 

90 (54.9) 

13 (54.2) 

Chi square P- ,,a)ue

0.08 • 
0.777 

10.38 0.06 

5.25 0.022** 

1.48 0.223 

0 87 0 351 

0.004 0 948 
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4.13 Predictors of Disclosure of mv status. 

After logistic regression analysis th · d d · · · , e 1n epen ent predictors for HIV status disclosure amongst 

young people were found to be age of the respondent, marital status and number of siblings as

illustrated in table 15. Respondents within the age group 20-24years were about five times more

likely to disclose their HIV status as opposed to those in age group 15- I 9 years { OR =5 .26,

0 

• 

9S0/oCI= 2.09-13.27}. Respondents that were either married/cohabiting/divorced were 0.02 

ti1nes less likely to disclose their HIV status compared to those that were never married. 

However, 1narital status was seen as a protective factor to disclosure of status {OR=0.02, 

95°/oCI=0.001-0.25}. The odds of disclosure of HN status among respondents who have 4 or 

more siblings was 0.005 times less tl1an tl1e odds of those with at n1ost 3 siblings {OR=0.005, 

95°/oCI=0-01-0.33; OR=0.08, 95°/oCI=0.04-0.91}. 

In table 16, predictors of the disclosure of HIV status among the sexual characteristics of the 

respondents were age at first sex, number of sexual partners, and condom use. Respondents that 

were less than 15 years old at first sexual intercourse were about 2 times more likely to disclose

their HIV status compared to those aged 18 years and above at first sexual intercourse. Similarly

when compared with respondents who have more than one sexual partners, those ,vho have one

sexual partner were 4 times more likely to disclose their HIV status. The odds of disclosure of

HIV status among respondents who use condom consistently was 0.11 tiines less than those\\ ho

d d Onsl·stently{OR=0.11 95°/oCI-0.049-0.250}.
o not use con oms c 

• 
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4.13 Predictors of Disclosure of mv status.

After logiStic regression analysis, the independent predictors for HIV status disclosure a1nongst

young people were found to be age of the respondent, 111a.1ital status and number of siblings as

illustrated in table 15. Respondents within the age group 20-24years we1·e about five times more

0 

likely to disclose thei1· HIV status as opposed to those in age group 15-19 years { OR=5 .26,
• 

95%CI= 2.09�13.27}. Respondents that were either married/cohabiting/divorced were 0.02 

times less likel):' to disclose their HIV status compared to those that were never married. 

However, marital status was seen as a protective factor to d'isclosure of status {OR=0.02, 

95o/oCI=0.001-0.25}. The odds of disclosure of HIV status among respondents who have 4 or 

more siblings was 0.005 times less tl1an the odds of those with at most 3 siblings {OR=0.005, 

95o/oCI=O-O 1-0.33; OR=0.08, 95o/oCI=0.04-0.91}.

In table 16, predictors of the disclosure of HIV status among the sexual characteristics of the 

respondents were age at first sex. number of sexual partners, and condom use. Respondents that 

were less than 15 years old at first sexual intercourse were about 2 ti1nes 1nore likely to disclose 

their HIV status compared to those aged 18 years and above at first sexual intercourse. Similarly

when compared with respondents who have more than one sexual partners, those who have one

sexual partner were 4 times more likely to disclose their HIV status. The odds of disclosure of

HIV status among respondents who use condom consistently was 0.11 ti1nes less than tho e who

d d nsl.stently{OR=O 11 95°/oCI=O 049-0.250}.
o not use con oms co · · 

• 
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Table 15: Predictors of HIV status disclosure

Socio-demographics 

Age 

15-19 

20-24 

• 

Marital status 

Never married 

Others 

Education 

Primary and. below 

Secondary and above 

Family type 

Monogan1ous 

Polyga1nous 

Motl1ers education 

Pri1nary 

Secondary 

Tertiary 

No of siblings 

0-3 

4-6 

7-10 

' 

. Adjusted OR 

5.26 

1 

1 

0.02 

0.52 

1 

0.39 

1 

0.49 

0.19 

1 

. I 

0.08 

0.05 

• 

Persons you are living witl1 

Both parents 

Either Parent 

Brother/Sister 

Others 

Fathers' education 

Primary 

-

Secondary 

Tertiary 

Mothers' occupation 

Business/ trading 

Civil servant 

Others 

0.92 

1.39 

1.55 

l 

1.20 

1.97 

l 

0.64 

0 52 

) 

95°/oCI 

2.09-13.27 

1 

1 

0.001-0.26 

0.13-2.05 

1 

0.12-1.25 

l 

0.14-1.74 

0.03-1.27 

60 

0.04-0.91 

0.01-0.33 

0.27-3.05 

0.11-17.95 

0.31-7.95 

l 

0.26-5.48 

0.12-12.02 

1 

0.14-2.82 

0. 15-1. 79

l 

P-value 

<0.001 ** 

0.003**

0.352 

0.112 

0.271 

0.087 

< 0.001 ** 

0.002** 

· 0.890

0.790

0.550

0.810 

0.460 

0.560 

0.300 

• 
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Table 16: Predictors (Sexual characteristics) of HIV status disclosure

Sexual characteristics Adjusted OR 

Age at first sex 

< 15 

15-17 

18+ 

No of sexual partners 

1 

>1

Condom use 

Yes 

No 

Ever bad sex 

Yes 

No 

2.36 

0.35 

1 

4.41 

l 

0.11 

1 

1.86 

• 

1.17-4.76 

0.15-0.83 

1 

2.07-9.40 

l 

0.04-0.25 

0.95-3.66 

1 

61 

P-value 

0.016** 

0.017** 

<0.001 **

<0.001 ** 

0.070 
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Table 16: Predictors (Sexual characteristics) of HIV status disclosure

Sexual characteristics Adjusted OR 

Age at first sex 

< 15 

15-17

18+· 

No of sexual partners 

l 

>l

Condom use 

Yes 

.No 

Ever had sex 

Yes 

No 

• 

2.36 

0.35 

1 

4.41 

l 

0.11 

1.86 

• 

• 

95o/o CI 

1.17-4. 76 

0.15-0.83 

1 

2.07-9.40 

l 

0.04-0.25 

0.95-3.66 

l 

61 

P-value

0.016** 

0.017**

<0.001 **

<0.001 **

0.070 

t 
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Table 16: Predictors (Sexual cl1aracteristics) of HIV status disclosure

-sext1al characteristics Adjusted OR 

Age at first sex 

< 15 

15-17

18+' 

No of sexual partners 

e 

1 • 

>l

Condom use 

Yes 

No 

Ever had sex 

Yes 

No 

2.36 

0.35 

1 

4.41 

1 

0.1 l 

1 
• 

1.86 

1 

• 

• 

95°/o CI 

1.17-4.76 

0.15-0.83 

l 

2.07-9.40 

l 

0.04-0.25 

0.95-3.66 

61 

P-value

0.016** 

0.017** 

<0.001 **

<0.001 ** 

0.070 
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4.14 Predictors of Perceived Stigma by R d espon ents 

After logistic regression analysis th · d , e rn ependent predictors of perceived stigina ainong HIV

o positive you·ng p .. eople were found to b th ·. I e e1r age, evel of education, age at first sex and sexual 

• 

intercourse since tested positive as illustrated in table 4.7.9. Respondents aged 15-19years w�re

about 2 times mo1·e likely to have positive perceptio11 of stigma compared to those aged 20-

24years {OR=2.36, 95%CI= 1.33-4.12}. Respondents whose highest level of education is

primary and below were about 2 times more likely to have a positive perception of stigma than 

respondents whose highest level of education is secondary and above{OR=2.13, 95%CI== 1.04-

4.36} . 

Age of respondents at first sexual intercourse was also found to be a predictor of perceived 

stigma. Respondents who had their first sexual intercourse at <15years of age {OR=0.350,

95o/oCI= 0.17-0.71} and those between 15-17years of age {OR=0.323, 95%CI= 0.136-0.765}

o were 3 times less likely to have positive perception of stigma compared to those aged 18years

and above. Similarly when compared with respondents who have not had sex since tested

· · h h h h d sex were O 460 less likely to have positive perception of stigma
pos1t1ve, t ose t at ave a · 

{OR=0.460, 953/oCI= 0.237-0.896}

• 

• 
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Table 17: Predictors of perceived stigma b d Y respon ents 

Variables 

Age 

I 5-19 

20-24

Education 

.. 

Primary and below 

Secondary and above 

Family type 

Monogamous 

Polygamous 

Mothers' occupation 

Unetnployed 

Business / trading 

• 

Adjusted 

OR 

2.36 

1 

2.13 

I 

0.69 

l 

95°/o CI 

1.33-4.12 

I 

1.05-4.36 

I 

0.36 -1.32 

1 

0 Others • 

1.03 

0.59 

l 

0.29-3.56 

0.27-1.31 

1 

0 

Fathers' occupation 

Unemployed 

Business/Trading 

Civil Servants 

Others 

Age at first sex 

<15 

15-17

18+ 

• 

• • 

Rad sex since tested positive

Yes 

No 

3.32 

I .59 

0.93 

I 

0.35 

0.32 

l 

0.46 

l 

0.73-15.07 

0.71-3.54 

0.42-2.06 

I 

0.17-0.71 

0 13-0.76 

I 

O 23-0.89 

1 

63 

P- Value

0.005** 

0.037** 

0.260 

0.961 

0.198 

0. 120

0.257 

0.862 

0.04** 

0 01 ** 

0.02** 

l 
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4.15 Focus Group Discussion 

Two FGD sessions were held comprising of I session each for age group 15-19 years old and 20-

24 years old. Each group had 8-9 young people (Table 18) 

• 

• 

• 

• 

• 

• 

• 

• 

-
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Table 18: Description of Focus Group participants

-

Category Number of Groups 

Age Group 15-19 years 1 

Age Group 20-24 years 1 

Total 2 

C 

• 

65 

• 

Sex 

Female 

Fen1ale 

• 

Number in Group 

9 

8 

• 

17 

• 
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• 

The outcome of the discussions is prese t d b n e ased on the questions asked as follows:

1. Why do you people living ·ti H WI 1 .IV have problem disclosing their status?

Tl1e reasons why people livi11g with HIV prefer not to disclose their status are:

a. Feeling of guilt and shame

b. Avoidanee by people especially fanuly members and friends\
• 

c. Hatred from people
• 

d. F ea1· of their status not been kept a sec1·et (people will disclose their status to others)

Feeling of guilt and sha1ne as well as avoidance by family me111bers and friends are perceived as 

the major barriers to disclosure of HIV status by almost all the discussants. The reason why they 

felt that these two are tl1e major barriers is because otl1er barriers will eventually lead to 

avoidance by people as well as feeling of guilt and sl1ame. The excerpts below buttress 

participant's opinion about disclosure of' HIV status 

'' ... well, to n 1e ... to ,1ie ... is 11ot good Jo,,. 111e to disclose n1y stat11s to JJeople. it is because the people

I will disclose it to a,,.e ,,zy fi·ie,ids anclfaniily a11d t/1ey ivill 11ot keep it a sec,·et ... if I tell tlze,11, it

is no longer a secret. It lvill spread. It will even add 111ore to your sadness and you ,viii feel

asl1a111ed and feel gz1ilty ... ''
15-19 years age group 

• 

,, d , I ,,1 t/ze,,,. J cio11 't 11·11st t/1e111 1l1al n111cl1. Tl1e1·e a,·e tl1i1·1g. tlzc1t do... eve,1 niy parents I or1 t re Y o 

h d II �-:,,o,v e,,e,-vo11e ii,ill k,,oii .. fiiO ,;;o tl1i1zg l1appe11ed. I clo,z 't \.ia,zt
appe11 , t/1e w/zo/e COtnpOllll l--l / i , "' 

. ) . !,i'iz,1g ti,i1a1, /1·0111 111e, h11I ,,,e 111i1\elf, I like 1solati11g 
lzatr·ed ancl tl1e111 a,,01d111g 111e 01 � 1' 

[,,, '-' in/e. T/,e, c' a,·e tl1i11r:� ! l1c1,,e to keep to 1,1\' elf Not e,,e,1
myself. .. Ji,st li/ce sl 1 ifti11g alvc,y ' o,,i peo1

, 

,, 
my pare11ts sl1ould /0101,11 abo,,t t!,e,,, · · 

20-24 years age group 

66 
-
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The outcome of the discussions is present d b e ased on the questions asked as follows:

1. Why do you people living with HIV h ave problem disclosing their status?

Tl1e reasons why people livi11g with HIV prefer not to disclose their status are:

a. Feeling of guilt and shame

b. Avoidan0e by people especially family members and friends\
• 

c. Hat1·ed f1·om people
• 

d. Fear of their status not been kept a secret (people will disclose their status to others)

Feeling of guilt and shame as well as avoidance by family me1nbers and friends are perceived as 

the major barriers to disclosure of HIV status by almost all the discussants. The reason why they 

felt that these two are the major barriers is because other barriers will eventually lead to

avoidance by people as well as feeling of guilt and shame. The excerpts below buttress 

participant's opinion about disclosure ot' HIV status 

'' ... we! I, to 111e ... to 111e ... is ,1ot good Jo,,. 111e to disclose 111y stczttts to people. it is because the people

I will disclose it to a,,.e ,,zy fi"iezids and ft1n1ily a11d tl1ey ivill 110! keep it a secr·et ... if I tell tlzem, it

is no longer a secret. It will spread. It will even add 1nore to your sadness and you ivill feel

asl1a111ed a11d feel gi,ilty . . .  ,,

15-19 years age group 
• 

,, d , ,. 7/ .1 tlie,11 J drJ11 't l1 11st tl1e111 tl1at 1111,c/1. Tl1e1·e a,·e tl1i1zgs tl1c1t do
... eve11 111y pare11ts I 0,1 t 1 e Y a, 

I d II /oJoiv e,,e,11cJ11e it, II k11oi1 so \O tl1i11g l1c1ppe11ed. I do,z 't ...,,:a11t1appe11, tl1e w/10/e compo1117 \>ti 

. lzilir,1� c1i,·c1i (, 01,1 111e, h1,1 n1e 111),r;;e/f. I like i .. �olati11g
lzat,,.ed a11d t/1e111 c,,,01cl111g 111e (JI � 1' 

ri.. eople T/,e, e t11·e t!1i11g ! l1c1,1e t{J keep to ,,i.i1,elf vot e,,e,,
myself. .. Ji,st like sl1ift111g c11,vay 11011' P 

p I 

my parents sl1oz1ld Ja101,i abo,,I tlie,,,
20-24 years age group 

• 
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2. Who are the best people to disclose to?
Majority of the respondents said parents especially mothers are the best people to disclose one's
HN status to. Reasons why n1aion·ty f th d' :J o e 1scussants will prefer to disclose to parents
especially mothers a1·e: 

• 

Because tnothers undet·stands children more than fathers 

• They will not disclose their status to others 

• Tl1ey can be trusted

• They will support you

• They will encourage you to be happy

'' . • •  becaitse 111y pare11t ca�1iot go OLll a,zd start tel!i,ig people n1y stattts. A11d eve11 tlzem
1 
tlzey 

a, .. e sac/ a11d tlzey vt1ill 11ot like to tell it oi,tside to b,�i,zg slza111e to tlze fa111ily. So many people 

eve,1 relative ivill a,,oid tl1e fa111i ly ... ''

20-24 yea,·s age gr·oitp 

Other people that HIV status can be disclosed are spouse and pastors. These were mentioned by 

two participants from among 20-24 years age group a11d one from age group 15-19 years. 

'' ... let 112e say, 111aybe 1,1i/1en yo11 wa11t to 111c11·1y, yoI1 ca11 disclose to ;1oi11· pa1·t11e, .. \,t
1J1e11 .J,011 A.?ZOl-t'

t/1at yoitr pa,·t,,e,,. ag,·ee.,;; to cr;11ti1111e \·t-'lll1 tl,e 1·elc1tio11.'>l1ip i(.l1011 cli.'iclo'ie it to lzi111 01· lze,· 17zen

yo,,, go al1ead ... 
11

3. What are the benefits of disclosing your· statt1s'?

Th 
· 

b fits of disclosure of one's HIV status mentioned by participants are
e two maJor ene 1 

. 
1 1. some burden and rnake you calm do,,11

I. It will re 1eve you o 

II. You will be able to take care ol yourself very well

• 
r. ! I acceptetl t111tl /oi1ell . .. 11011 ,,,ill be l1app11 tl1at 11011 lia\,e . 

''It wil/ 111ake yo11 ,ee ltlppy... · · ·· 

d z, c,,i{/ ,,011 l\'i/1 be c,zco111·agecJ to /like ; 10111· 111eclici11e .. ·· 
son1eo11e iv/10 1111cle1·sta11 5 10 · 
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However, one of tl1e participants am th · ong ose aged 20-24 years 1naintained that disclosing one's
HIV status has no benefit because it increases the feeling of shame and guilt

" .. .it is no longer a secret. It will spread. It will even add more to your sadness. You will/eel
as lzamed a11d feel giti l ty ... ''

• 

4. Why do you think people stigmatize people living with HIV?

Most of the participants stated that poor/lack of knowledge about HIV/AIDS is the major reason

wl1y people living with HIV/ AIDS are stign1atized.

''TJ1e bible says n1y people per·islz beca£1se of lack of knowledge. T/1ey feel a,z.,vbody tl1at l1as mv

is a low pe,�s011 a11cl ca11 110 !011ge1· be associc1ted 1,i,it/1 i11 tlze societ)1 ''

Age g,,.oztp 15-19 yea,�s 

Other reasons n1entioned for stigmatizing people living with HIV ·mentioned are: 

I. ''Becaz,se it is a da11ge1·oi1s siclazess ''.

JI. ''Becaitse 11v/zat tJ1ey ca,1 do, people witlz HIV ca11 't do the,11. 011e 's life is so slzort 

becai1se of HIV''. 

III '' Becai,se tl1ey tl1i11k tl1e per·sor1 will s0012 c/ie ,,

IV. · I HIV ie,·ited tl1i.'i i/!,zess. T11ey beliei1ed .voz1 l1a,,e si1111ed

''Tlzey tlzi11k tl1e pe,·s011 wit 1 11 

agai11st God. ,, 

. , crienccd by people ,vl10 live ,vith HI\'

5. What are the forms of Stigma exp 

. a ex erienced by people \vl10 live w1tl1 1-lIV

The following are forms of Sltgm p 

I. Hatred

II. 

Ill. 

1V 
• 

v. 

Downgrade 

Avoidance 

Abuse 

Mockery 
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6. How does stigma affect people living with HIV?

Majority of tl1e discussants stated that stign1a makes them feel rejected and lonely. However, two 

participants ainong those aged 15-19 years said that it makes them feel like committing suicide. 

Also, one discussant age 20-24 years stated tl1at stig1na makes l1er feel bad to the extent tl1at she 

feel the people stigrnatizing them should be infected with HN .

• 

• 

• 
• 

• 

• 
• 
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CHAPTER FIVE 

DISCUSSION, CONCLUSION AND RECOMMENDATIONS 

This cross sectional study of young people living with HIV gives an insight into socio

demograpllic profiles and disclosure of HIV status among young people living with HIV/AIDS, 

as well as factors associated witl1 disclosure and perceived stigma; an important component in a 

plaruling strategy for the co11trol of the HIV epidemic a1nong infected individuals 
• 

5.1. Socio-demographic cl1aracteristics 

The socio-demographic profile of young people at the University of Abuja Teaching Hospital, 

Gwagwalada revealed tl1at the mean age of respondents was 20.2±2.8 years. I.his is consistent 

with several studies such as the study carried out among young people living with HIV/ AIDS in 

Ogun State (Amoran, 2012), as well as tl1e findings of UN AIDS which suggested that over half 

of new HIV infections are occurring among young people (15-24 year olds) (UNAIDS, 2002; 

NACA, 2011 ). 

This study involved 230 HIV positive you11g JJeop]e with tl1e females accounting for about 77° o 

of the respondents. This is in contrary to a study in India where proportion of males \vas rnore 

than the feinales-(Sravya et al; 2012). This however con·esponds to the study earned by Adeb1y1 

and Ajuwon (2015), were of the 35 respondents \vl10 \Vere adolescents li\'ing \\1ith HIV recruited

c h d b t g501 were female respondents. Nworuh and Ogbalu (2013) also reported a1or t e stu y a ou 10 

. f HIV among females than rnales. ). S1m1 lar studies in Niger1a confim1s thathigher prevalence o 

. rt· te burden of' tl1e disease Reports have attributed this genderfemales bear a d1spropo iona 

. . . d' to tl,e fact tl1e fen1ale folk<; are more lik.el1 to be jobles� as
1nequal1ty as evident from stu ies 

rt reflecting signtficantl)' 011 the impact of HI\' AID<; in
con1pared to their male counterpa s 

. . . . ?Q05). Tile lo\V income status of \\fomen \\'l1ich has a po\ilt\ c
N1gena (N1gena UNGASS Report, -

• 
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link to their lack of access to education is among the key factors that also increase their

vulnerability to HIV infectio11 (Pennington, 2007).

Over 60% of re�pondents had secondary education· and about 88. 7% of respondents had never

been manied and were still living with both parents. Similar finding was reported in a stu'dy

among persons living with HIV in Ibadan; majority of the respondents had secondary education.

(Adebiyi and Ajuwon, 2015).

5.2. Disclosure of HIV Seropositive Status

The study found that HIV seropositive disclosure rate among tl1e respondents was ( 42.2%), most 

(57.8%) of the respondents had not disclosed their HN seropositive status. Among those that 

had disclosed theu· status, many had disclosed to their parents while only few (29.1 %) had 

disclosed their seropositive status to their sex partners or spouse. This was corroborate by 

findings from focus group discussions where majority of the discussants prefer to disclose their 

HIV status to their parents especially mothers majorly because they are trust worthy and will 
• 

keep it secret while only a few (3 out of 17) participants will disclose to a sexual partner and 

religious leader before marriage. In line w1tl1 tl1is, previous studies l1ave shown low levels of 

disclosure rates to sexual partners among HIV positive individua1s (Stein et al., 2003, Sullivan, 

2005· Akanj and Erhabor, 2006). Contrary to this study, 1n a study conducted among people ' 

living with HIV/ AIDS who had been enrolled into care and treatn1ent at General Hospital

b . · 0 1 Local Government Area of Kog1 State, Nigena, most (58.4%) of then1A eJukolo 1n ma a 

. . t their partners otherc; d1c;c)osed their status to relations and religiousd1sc]osed the1r HIV status o , 

2014) The rate of disclosure recorded in this stud) 1s \VOrnsome as 1tleaders (Salaudeen et al., 
· · and cal Is for serious focus on beha\ 1oural change. It is could encourage unsafe sex practices

f era-positive status disclosure in addition to reducing
already a known fact that pron1otion ° s 

· Id 11portant public l1ealth benefits as tl1c 111crca\i11g
unsafe sex among HIV-positive IJersons )'le s 11 
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availability of post-exposu1·e propl1ylaxis tnakes it possible for HIV negative partners who know 

they are at risk to obtain treatment in tl1e case of condom failure during sex. Disclosure also 

increases the awareness ot· HIV risk to untested partners thus leading to greater uptake of 

voluntary HIV counseling and testing as \Veil as positive changes in 1isk behaviors (Ciccarone et 

al. 2003; Medley et al., 2004). 

In this study, among those \vho had disclosed their status, the reasons given for disclosure were; 

the need for support (34° o), need to start taking HIV treatment (34%) and infor1nation and 

counseling from Health \\ orkers ( 18.6° o). Sin1ilarly, results of FGD reveals that benefits of 

disclosure of status to people li\1ing \\ ith HIV status include emotionaJ relief. encouragement to 

take drugs as ,,,ell as 1t make" them take proper care of themselves. In contras� the study' of 

Adebi)ri and AjU\\'On (2015) among HJV positive persons attending the UCH PEPFAR clinic in 

Ibadan� the major per ... onal reasons given by the respondents \vho had disclosed their HI\' status 

\Vas that the partner \\'as their confidant (34. l 010), to prevent partner from getting infected

(21.2%) and so that partner can get tested ancl recei\'e treatment if need be (21.2%). 

The study sho\\'ed that disclosure of' HIV status \\'as strongly associated \\'1th age and marital 

status. Respondents aged 20-24 }'ears \s.1ere more likely to dtsclose compared to tho e ag�d I 5-J 9 

l�J · · 
t \an·ance \\'1th researcl1 1n J�a1t1 v.here 1L \a.'as re\caled that older age group are\'ears. 11s 1s a 

I 1-k I d 1 se .i.e1r tatus to a ex partner than younger age grou11 (Consen c et al .ess 1 .. e )' to 1sc o .ui 

· 
I d fro111 India found a h1g}1er rate ot cl1.,"lo tire lo partn2014). S1n11lar )' a stu )' by lttemtc 

ed JI lerate respondents (respor1denls compar co 1 1 6° 
0 \ 44° re pe 11, el)) Taraphdarct et I 

d (Oba and If ebunandu, 2uvu
2007). Consistent \\'Ith ome stu ies deb1 and 

this tud,t found tJ1at ,named f SJ>Onden \ ere 1gnJficantl} m r 11 '-=I)
• 

sero tatus Lo their exual partners tban th unmam""'"·
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However unlike in son1e previous studies (Olley et al., 2004; Skogmar, 2006; Ndiaye, 2006; 

Adebiyi and Ajuwon, 2015), this study did not fmd any significant association between gender 

and disclosure of HIV seropositive status. 

5.3. Perception of HIV/AIDS Stigma

Ove1· l1alf of the responde11ts had a 11egative perceptio11 of HIV/ AIDS stigma. Majority of the 

respondents agreed that people had negative impression about HIV positive persons. This was 

further buttressed by FGD fmdings whe1·e pa1iicipants mentioned that people stigmatized thQse 

living with HIV for various reasons such as; people thinking that HIV is a dangerous sickness, 

people think HIV positive people will soon die as well as HIV is a merited illness as a result of 

sin against God. Similarly in the study canied out by Mbonu et al on Societal beliefs and 

reactions about people living with HIV/ AIDS in Po1iharcourt, it was found that people react 

negatively towards PLWHA because they kt1ow little about tl1e disease. Hence, they cannot 

handle PL WHA even when 1t is a close relative (Mbonu et al., 2011 ). 

The findings of this study on perceived stigma however contrast those reported in the National 

Demography Health Survey Data (NDHS 2013) where majority of the respondents expressed a 

positive attitude towards tl1ose living with HIV (NPC & ICF International, 2014) Also. in this 

study, majority of the respondents were careful about who they disclosed their HIV status to Tl1e

t
. 

f d' losure observed in tl1is study bears semblance to the NARHS Plus 2007 reportpercep 10n o 1sc 

wl1ere half of the respondents wanted to keep relatives wl10 are infected \vith HIV and AIDS as a

. 
MOH 2008) However a 11rev1ous study of adults s110,, ed that disclosure \\ asf am1l y secret (F . · ' 

l
. 

k to care and ART adl1erence (Sayles and Beyene 2000). Theassociated with better 111 age

. . d' 1 HIV status in tt1is study n1ay not be far frorn the perce1,,ed
observed unw1ll1ngness to isc ose

• 

negative impression l b t those living \\'ith tJ1e virus The fear of stigma andof peop e a ou 

to discourage PLHlV fron1 d1scloc;1ng their <.;tatu c, en to
discrimination l1as been reported

• 
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family members and PLHJV, and undenrune their ability to adhere to treatment (UNAIDS,

20 l 0). 
• ' 

This study found tl1at 1najority agreed that people believe that HIV positive persons are ''dirty'',

this conforms to. tl1e findings of a previous study where the most cornn1only reported stigma by 

4 7% of tl1e participants was tl1at people believe tl1at people li�ing with HIV e11gage in ris
0

ky 

behaviour, such as sexual promiscuity, drug use and prostitution (N achenga et al; 2012). 

Half (52.2%) of the respondents in this study did not feel guilty because they had HN and 

majority never felt ashamed of having HIV. Tl1is is different from the findings of previous 

studies which showed that people with HIV feel isolated, guilty, dirty and full of shame which is

often incorporated into identity (NACA, 2004). This is however supported by findi11gs from the 

FGD. An explanation for this unexpected feeling towards the HIV positive status of the 

respondents in the quantitative study could be as a result of their reported low level of disclosure. 

As such they are not exposed to the stign1a and discrimination associated with HIV positive 

persons since th�ir status is not known by 1nany. 

This study found that educational level of the respondents was statistically sigi1ificant with 

perceived stigma; respondents with secondary education and above had a higher percentage of 

positive perception of stig1na than those with primary education. This is not to be expected as 

higher educational level exposes the J )ls of stigma and increase its pos1t1ve perception. F1nd1ngs 
. h us studies (Palmer et al, 2011; Aranda-Naranjo 2004) \vh1ch sugge .. t are consistent w1t previo 

. 1 d cation level contribute to stigma becauc;;e ll1e 1ndi\ 1duals n1a)1 lack that social factors sue 1 as e u 

1 · th ·. lives and tools tl1at promote resilienc.,) This stud) 1dent1fied ansense of personal contro in eii 

. d th number of siblings by the part1cipants Part1c1pants \\'ho hadassociation between stigma ai 1 e 

·.gl erce tion of 5tig111a ( 17.4%) compared to those,, ith Je<;s tl1an
more than three siblings l 1ad hi 1 P P 

and equal to three siblings (6?.0¾) .
• 
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5.4. Respondents' Sexual Behaviour 

Majority of the respondents hc!d had sexual intercourse with nearly half of them having their frrst

sexual intercourse between age 15-17 years and 31. 9% having their first sex at less than 15 years.

Seve1·al studies in Nigeria have confirmed that young adults are sexually active at an early age,
• 

• 

engaging in pre-ma1·ital sex, prone to high risk behaviours, maintenance of multiple sex partners, 

having unprotected sexual i11tercourse (Akani et al; 2005). Tl1is is also confmned by the National 

Demography Health Survey Data (NDHS 2013) which revealed that over half (50.8%) of 

adolescents aged 20-24 were sexually active (NPC & ICF International, 2014). This finding also

agrees with the fmdings of previous studies in Nigeria that have reported a high rate of sexual 

activity among adolescents and young people (FMOH/NARHS, 2005; Bankole, Oye-Adeniran, 

Singh, Adewole, Wulf, Sedgh & Hussain R, 2006; Imaledo et al., 2012). 

More than half of the respondents had l1ad sex since they tested positive and they have also had 

1nore than one sexual partner since tested positive, with majority of their sexual partners being 

casual partners ·Nhile 3.8% were sex workers. More than half of the respondents do not use 

condoms at all times during sexual acts since they tested positive. A study conducted among 

persons living with HIV 1n Ibadan revealed sin1ilar findings tl1ough the trend was lower as about 

one-third of all the respondents had not used condom with any sexual partner since knowledge of 

tlleir HIV status and about half of those who engaged in u11protected sex had had n1ultiple

partners since knowledge of their I-IIV status. Non-usage of co11don1 during sex promotes HIV

t · · to an uni'niected person and c.ould lead to re-u1fect1on \\'ith a drug-resistant strain ofransm1ss1on 

HIV for those already infected (Del Rio 2003, Terrence l-liggtn5 Tru5t, 200 l) or infection \v1th

another STI whicll could weaken the im1nune system (Lane 2003; S1J\ er, 2003).

f the respondents reJJorted a e,hange 1n their �exual bel1a,,ior since the\ tc�ted
A large proportion o 

. . trary to the find111gs of a study in Kenya (Sama et al, 2006), the prcser1t
pos1t1ve. However, con 

studv found that multiple sexual partners v.-as pre\ alent despite respondents kno,ving their
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positive HIV status This · · 1s a senous challenge because sexual abstinence and reduction· in

number of sexual partners ar b h · · · e some e av1oural strategies used for I-IIV prevention (UNAIDS,

2006) the finding f th' d h s O 1s stu Y s ow that most HIV-positive persons are not engaging these two

8trategies to prevent tl1e spread of the infection to others. It has been documented that protected

sexual activity are 1nost likely to occu1· wl1en there is commitment to partners at risk for

infection, and least likely to occur with casual partners of unknown serostatus (De Rosa et al.,

1998). The negative sexual behaviour after knowledge of HIV status recorded here could be as a

result of the respondents having more casual partners.

In this study, condom use was significantly associated with disclosure of HIV status with those

who disclose using condom more consistently than does that did not. This is in agreement with a

study in Kogi state, Nigeria among people living with HIV (Salau.deen et al., 2014). 

S.S. Knowledge of HIV Tra11smission a11d Prevention 

' 

Overall, more than two third of the respondents had good knowledge of 1nodes of transmission 

and prevention of HIV. This 1s in line with tl1e fmdings of the NDHS 2013 survey were majonty 

of the respondents knew the methods of p1·eventing the spread of HIV (NPC & ICF International, 

2014). Another study conducted in Tanzania among secondary school students complements

revealed that about 70o/o of the students acl1icved a 'good' score for HIV trans1111ss1on and

. (M a et al 1999) Also knowledge about HIV trans1111ss1on among younoprevention aswany ., · 
0 

d 
. 1 pattern to that of the. genera] population (NARHS 2012). The goodpeople reveale a s1n11 ar 

. d · this study may be attributed to HfV1AIDS education rece1, ed by theknowledge score obta1ne in 

I. d during counc;eling 1r1 tl1e l1osp1tal Al�o the k.no,vledge may be ,l�young people at HIV c 1n1c an 

. . f HIV and reproductive l1ealtl1 education in the curr1culu111 of botha result of the 1nclus1on ° 

l l as sucl1 since most of the respo11dents had pn1nar)' and
primary and secondary sc 100 s,

· lia, e acquired tl1e knov.1ledgt- during scl1ooli11g.
secondary education, they may
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However, despite the high level of knowledge recorded in this study, the respo11dents were still

involved in risky sexual behavior. It is expected that good knowledge influence their behavior

according to the Knowledge, Attitude and Practice (KAP) principle. The KAP principle holds

that knowledge to a large extent dete1mines attitude and perception towards an illness which will 

subsequently transfo1·m into adoption of appropriate preventive behaviour to avoid risk (Johnson 

et al., 1999). Tl1erefore the observed risky sexual behaviours among respondents despite their 

high level of knqwledge may be due to the inability of the respondents to use their knowledge of 

transmission and prevention to assess their risk of infecting others. 
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5.6. Conclusio11 

Tllis cross sectional study of young people living with HIV gives an insight into socio-
• 

demographic profiles, perceived stigma and disclosure of HIV status among young people Jiving 

with HNI AIDS as well as factors assoc'iated with disclosure and perceived stigma; an important 

component in planning st1·ategy for the cont1·0I of the HIV epidemic among infected individuals. 

Majority of the respondents in this study do not support the idea of disclosing HIV positive 

status, consequently, more than half of them have not disclosed their HIV positive status to 

anyone. Those who bad disclosed their HIV positive status were more likely to disclose to a 

parent than a sex partner. Also respondents were n1ore interested in disclosing to their positive 

status for the purpose of support and receiving treatment. Fe1nales in this study disclosed their 

status more than males although the difference was not significant. The study also showed that 

age and marital status are major influences to disclosure of HIV positive status. 

Respondents in this study were aware of the negative imp1·ession people have about HIV positive 

persons however. this did not negatively affect thei1· self esteem. 

The study reported a significant prevale11ce of risky sexual behaviours such as l1av1ng multiple 

sex partners and inconsistent condon1 use an1ong the respondents even witl1 the knowledge of 

their HIV positive statu�. Respondents did not sufficiently n1odify tl1eir seAual beha\rior to 

p,revent the spread of HIV even after d15covering tl1e1r positive status. This 1s probably \ivhy the 

surge of the virus has been endemic despite tl1e l1ugc 1 esources tl1at has been channeled to\vards 

its erad1cat1on. 

Generally it was found that majority of ll1e respondents hacl good kno,vledge ot I-II'v

d revention Tl,e evidence of tl11s good knowledge \\ as not hO\\ e,,er reflected intransm1ss1on an P 

1 t
. of respondents especially after they found out about their positt\ e statu5.

the sexua prac ices 

This is notable because of the enonnous influence kno\, ledge is supposed to have on nsl-.

. d adoption of preventive bel1aviour.
perception an 
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5. 7. Recon1mendations
• 

• 

l. There is the need for education and counseling of young people living with HIV/ AIDS to

reduce perceived stigma and increase disclosure rate.

2. Government and community leaders with the full support and participation of the

• 

community should ensure full implen1entation of anti-stigma law and gender centered 

HIV prevention prog1·a1nmes as well as establish effective and well communicated 

guidelines in farnily healtl1 

• 

• 

• 
• 

• 

• 
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APPENDIX I 

QUESTIONAIRE 

PERCEIVED STIGMA AND mv STATUS DISCLOSURE AMONG HIV POSITIVE 

YOUNG PEOPLE ACCESSING IDV/ AIDS TREATMENT AND CARE AT 

UNIVERSITY OF ABUJA TEACHING HOSPITAL GWAGW ALADA - 2013 

STRUCTURED INTERVIEW SCHEDULE 

My name is Aderonke A. Popoola. I am a postgraduate student in the department of 

Epidemiology and Medical Statistics, Faculty of Public Health, University of Ibadan. r am 

carrying out a researcl1 titled ''Socio-de111ograpl1ic p1·ofile. perceived stigma and HIV status 

disclosure among HIV positjve young people accessing HIV/ AIDS treatment and care at 

University of Abuja Teaching Hospital, Gwagwalada. I am going to ask you some question in 

this regard. Please note that your answers are completely confidential. Your name \viii not be 

written on this fo1111, and will never be used in connection with any of the intor111at1on you tel) 

me. your honest answers to these questions wi 11 l1elp us to better understand the charactenst1cs 

of young people Jiving with HIV/ AIDS including their perception of stigma and factors 

influencing disclosure of HIV status. 

Thi · c: - t·on will further help us understa11d l1ov.1 to plan effecti, e 1ntc1vent1ons that \viiis 1n101·1na 1 

·h HIV· ention needs of young people living \\t1th HIV/1\IDs "\'ou are free to refuse
address t e prev 

d itlidraw fro1n tl1e study at any l1n1e )rou c..l1ose to. I ,vould greatly
to talce part an you can w 

I nding to this ir1tervie\v,
appreciate your he P tn respo 

Tl1ank you 
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Consent: The study has been well explained to me and I fully understand the content of the 

study process, 1 will be willing to participate . 

• 

• • 

Participant's signature Date /. /-------- ---
--- --

-

Interviewer's sig11ature ________ Date ___ / ___ / __ _

• 

• 

• 

• 
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QUESTIONAIRE SERIAL NUMBER: .................. w ••••••

SECTION A: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS 

1. Residential Location (Where do you live?)

State ............................ -Area ................................ . 

2. Wl1at is your Age as at your last birthday? ........................... years

3. Gender 1. Male
• 

2. Female

4. What is your Highest Level of Education? I. None 2. Quranic 3. Primary

4. Secondat)' 5. Tertiary

5. What is your Religion? 1. Islam 2. Cluistianity 3.Traditional 4. Others,

specify .................... . 

6. What tribe are you? 1. Yoruba 2. Hausa 3. lgbo · 4. Otl1ers,

specify .......................... . 

7. What is your marital status? 1. Never 1narried

4. Divorced 5. Widowed 6. Cohabiting

2. Currently Married 3. Separated

7. Others, specify

• • • • • • • • • • • • • • • • • • • • • • • • • •
• • • • • • • • • • • • • • • 

8 What is your Occupation? ....... · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · ·· • 

• 

9. What type of Family do you come from? I. Monoga1nous 2. Polygrunous

IO. How many o f brot11ers and sisters of tl1e same parents do you have'? ................. .

I
.

?

1 l. Are your parents a 1ve. I. Both alive 2 Father alone alive 3. Mother alone

a]1ve 4_ Botli Dead 5. D011 't kno\v

· 
I St tu ? I Ne\1er ma1T1ed

12. What is your Parent's Marita a s. 

3. Separated 4. Divorced S. Wido,ved 6 Col1abiting

. fy 
.......... . 

spec 1 • .. • . • • • • · · • · • • · • • 
• • •• 
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13. Father's highest level of Education? l. None 2. Quranic 3. Primary

4. Secondary 5. Tertiary

14. Mother's highest level of education? I. None 2. Qurantc 3. Pnmary

4. Secondary 5. Tertiary

15. If Father aJi\'e� ,vhat 1s his Job Status? 1. Currently employed 2 Currently unemployed

3. Don't knO\\

16 If current I) emplo) ed. \vhat 1s his occupation? 

............................................................ 

• , 

17. If Mother a]j\'e. \vhat is her Job Status? I. Currently employed

unemplO}'ed 3. Don't Kno\v 

2. Currently

18. If currently emplo}·ed, \vhat is her

. 
? occupation ................................................................................... . 

J 9. \\'ho are you current])' living" ith? I. Both parent 2. Father alone . t\·1other alone 

4. Uncle 5. Aunt)1 6. Others, specif)' .. ............. . 

(If Fatl1er and/or Jother Go to Que.stion 24) 

20. \\'hat is I.he marital tatus of }'Our Guardian (The person )OU ure It\ ,ng \\ 1th)?

le\ er mamed 2. Currentl} .1amed 3. �paraled

6. Cohabiting

f ' ....... -. . . 
speci ) ....... · · .. - · · · · · -

21. \\fhat i,.. the highest edu taonal

\\
1ith)? 

i. on

•. Teniary 

4 Dt\or:ced 

I 
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13. Father's highest level of Education? 1. None 2. Quranic 3. Primary

4. Secondary 5. Tertiary

14. Mother's highest level of education? I. None 2. Quranic 3. Primary

4. Secondary 5. Tertiary

15. If Father alive, what is his Job Status? 1. Currently e1nployed 2. Currently unemployed

3. Don't know
• 

• 

16. If currently employed, what is his occupation?

• • • • • • • • 
•

• • • • • 
• • • • • • • • • • • • • • 

• • • • • • •
• •

• 
• • • • 

• • • • • • • • • • •
• • • • •

•

17. If Motl1er alive, what is her Job Status? I. Currently employed

unemployed 3. Don't Know 

I 8. If currently employed, wl1at is her 

occupation? ............................................................................... . 

2. Curren ti y

19. Who are you currently living with? I. Both parents 2. Fatl1er alone 3. Mother alone

4. Uncle 5. Aunty 6. Others, specify ............. . .. . 

(If Father and/or Mother Go to Question 24) 

20. What is the mantal status of your Guardian (T11e person you are Jiving \vith)? 1 . 

Never inanied 2. Currently Mamed 3. Separated 4 Di\orced 5 WidO\\red 

6. Cohabiting 7 Others, 

. f 
........ . 

spec1 y ...... · · · · · · - · · · · · · · · · · 

d t' al level of your Guardian's (Tl1e person )'OU are It\ tng
21. What is tl1e h1ghest e uca ion 

with)? 

5. Tertiary

1. None 2 Quranic 3 Pnn1ary 4 econdal)' 

6. Don't Know
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22. What is the job status of your Guardian (The person you are living with)?

1. Currently employed 2. Currently unemployed

23. If curre11tly employed, what is you1· Guat·dian's occupation?

• • • • • • • • • • • • • • • • • • t t t t t t t t t • I t t t t t t t t I t t t t I t t t 

24. Who did you live with in you1· early childhood?

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

25. How often do you take alcohol?

4. Never

1. Daily

26. How often do you smoke cigarette? I. Daily

4 Never 

SECTION B: HIV ST A TVS DISCLOSURE 

• 

2. Weekly

2. Weekly

3. Occasionally

3. Occasionally

27. Do you think it is advisable for people to tell otl1ers their HIV/AIDS status? 1. Yes

No • 

28. If yes to Q27 wl10 is the most appropriate persortlpeople to be i11forrned of someone's

HIV/ AIDS status? J Parents 2. Spouse 3. Girlfriend/Boyfriend

4. Close friend 5. Religious leader 6. Neighbor

7. Others, specify ...... ··············· 

29. Have you told anybody about your HIV/AIDS status? I Yes 

to Q32) 
. . 

? 

h have you told that you are l-IIV pos1t1,,e. 
30. If yes to Q29 above w om

• 

Sexual partner

Motl1.er 

Yes No 

1 ?-

') 
I 

94 

Relati,,es 

Friends 

2. No

e 

I 

I 

2 

'-

• 

.... 

•

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 0 

• 

• 0 

• 

22. What is the job status of your Guardian (The person you are living with)?

1. Currently employed 2. Currently unemployed

23. I ·f currently employed, what is your Guai·dian 's occupation?

• 

• • • • • • • • • • • • • • • • • • •  
. ' . . . . . . . . . . . . . . . . . . . . . . . . .

24. Who did you live with in your early childhood?

• • • • • • • • • • •• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •• • • •

25. How often do you ta.ke alcohol?

4. Never

1. Daily

26. How often do you smoke cigarette? 1. Daily

4 Never 

2. Weekly

2. Weekly

3. Occasionally

3. Occasionally

SECTION B: HIV ST A TUS DISCLOSURE 

• 

27. Do you think it is advisable for people to tell others their HIV/AIDS status? I. Yes

No • 

28. If yes to Q27 who is the most appropriate tJerson/people to be infor rned of someone's

HNI AIDS status? 1. Parents 2. Spouse 3. Girlfriend/Boyfnend

4. Close friend 5. Religious leader 6. Neighbor

7. Others, spec1 fy ....... · · · · · · · , · · · · · · 

-·

29. Have you told anybody about your HIV/AIDS status? 1. Yes 0 (If No Go 

to Q32) 

h ha\'e you told that you are HIV poc;1ti\'e?
30. If yes to Q29 above w om

Yes 0 

Relat1\ e� 
l 2

Sexual partner

2 Friends 
I 

Mot�r 
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.. 

Father 
-

Cl1ild 1 

Other family members 1 

• 

• 

2 

2 

2 

• 

Religious leader 

Neighbours 

1 

l 

Others, specify ......... 1 

• 

2 

2 

2 

• 

31. Why did you reveal your HIV status? 1. Need for support 2. Need to start taking

HN treatment 3. To get relief fron1 e1notional stress 4. Inf or1nation and

counseling ·from ]1ealth workers influenced me 5. Other, specify ................. . 

32. If No to Q29 wl1y have you not told anybody your HN status? 1. Fear of rejection by

my community 

4. Loss of job

2. Fear of ejection fro1n home

5. Fear of accusation of infidelity

3. Fear of separation/divorce

6. Stigma and discrimination

7. Withdrawal fron, school 8.Verbal abuses from familY. and friends

specify ....................... . 

9. Other,

33. Do you intend to disclose your HIV status later? 1. Yes 2. No 3. Don't know

• 

SECTION C: PERCEPTION OF STIGl\tIA 

Section C contains a list of statements about experiences, feelings and opinions as to how people 

with BIV feel and how they are treated. For each item, please indicate by circling the 

respondent's answer on tl1e three point scale: 1 ('Strongly Agree'), 2(' Agree') and 3('D1sagree')� 

4(''Strong1y Disagree'')

• 

Stateme11ts Stro11gl)1 gree Disagree I Strong[)' 

Please , .. ead eac/1 state111e11t to t/1e Agree Di�agree 

,·espo11c/e11t a11d co11zplete t/1e .. 5ca/e
• 

app1·op1·iate/;, 

-
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• 0

• 

Circle 0� nun1ber only 

I 

• 

I 

34 I feel guilty because I ha\'e HIV 
I 

, ,

35 People's attitudes about HIV n1ake me feel 1

worse about myself 

36 People with HIV lose their jobs wl1en their 1 

employers find out .. 

3 7 I feel I am not as good a person as others 1 
• 0 

because I have HIV 

3 8 I never feel ashamed of having HIV 1 

39 People with HIV are treated like outcasts I 

40 Most people believe that a person who has 1 

HIV is dirty 

41 Having HIV makes me feel unclean 1 

42 Since learning I have HIV, I feel set apart I 

and isolated from the rest of the world 

43 Most people think that a person with HIV

is disgusting 

I 

2 3 

2 . 3 

2 • 3 

2 3 

2 3 

• 

2 3 

2 3 

2 3 

2 3 

2 3 

,, - 3 

• ----:--t--:-
1 

--�?---t3
44 Having HIV makes me feel I'm a bad -

person 

45 Most people witl1 HIV are rejected \\'hen 

others f md out 

-

• 

1 3 
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46 I am very careful who I tell that I have
I 

HIV 

47 Some people who know I have HIV have

grown 11101·e distant 

1 

I 

48 Most people are uncomfortable around 1 

49 
• 0

someone with HN
• 

1 never feel the need to hide the fact that I 

have HIV

50 I worry that people may judge me when 

they learn I have HIV 

51 Having HIV in my body is disgusting to 

me 

1 

1 

1 

52 Most people avoid touching someone with I 

HIV 

53 Some people close to me are afraid others 1 

will reject them if it becomes known that I 

• 0 

have HIV 
• 

54 I have stopped socializing with some 

people because of their reactions to my 

having HIV 

I 

2 3 

2 3 

2 3 

2 3 

• 

2 3 

2 3 

2 3 

2 3 

2 3 

SECTION D: SEXUAL BEHA VIOD� A D KNO\,'LEDGE ABOL'T HIV

TRANSMISION AND PREVENTJO!'.

4 

4 

4 

4 

I 

4 

4 

4 

4 

4 • 

55. Have you ever l1ad sex? I. Yes 2. No

97 

(If no, GO 1"0 Question 64) 
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• C

• C 

0 

56. How old were you the first time you had sexual intercourse? • • • •••••••••• • •••

57. Have you had sex since you FIRST tested positive for HIV? l. Yes 2. No

(If no, GO TO Question 61) 

58. How n1any partners have you had sex with since you tested positive? l. One

than one 

2. More

59. What type of pa1iner(s) have you had sex with since you tested positive?

Yes No

A. Spouse or person you live with but not married to 1 2 

2 

2 

2 

B. Boyfriend/Girlfriend

C. Sex worker

D. Casual partner

1 

I 

I 
• 

• 

60. In the sexual acts with your partner since you tested positive did you use condom all the

time? 

1. Yes 2. No

• 

61 _ Will you say your sexual behavior l1as changed s111ce you tested pos1t1\ e? 1. Yes 2. No

(If No Go to Q63) 

62_ If yes to Q6l, in what way (s)? (MORE THA O E RESPO SE POSSIBLE )

A. Have not had sex witl1 a11yone

98 

'l' es �o 
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• 

• 0 

B. Use cond
_
o1ns more frequently 

C. Use condoms less frequently

D. Now have more sexual partners

E. Now have fewer sexual paitners

F. Otl1ers, specify ........................... . 

63. Have you ever been forced to have sex?

1 

1 

1 

I. Yes

• 

2 

. 2 

2 

2 

2. No

• 

• 

• 

• 

No,v I ,vill like to ask you some qt1estions about ,vays of spreading a11d preventing HIV 

64. Can HN be spread through 1nosquitoes?

65. Can HN be spread by sl1aring cooking utensils

66. Can HIV be transmitted from n1other to child?

67. Can HN be transmitted tl1rough trai1st�us1on

of infected and unscreened blood

68. Can HIV be spread throug)1 sharing of sl1arp obJect?

I . ? 

69. Can HIV be spread tl1rougl1 sexua intercourse 

t t educe mother to child transn115s1on of HIV?
70. Can trea men r 

• 

t d by using condoms correctly all the time?
71. Can HIV be preven e 

99 

• 

1. Yes 2. No

I. Yes 2. No

1. Yes 2. No

l. Yes 2 No 

l Yes 2 No 

I Yes 

1 Yes 

1 Yes 2 0 
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• 0

• 

• 

• 

0 

0 

B. Use cond�ms more frequently

C. Use condoms less frequently

D. Now have more sexual partners

E. Now have fewer sexual partners

F. Others, specify ........................... . 

63. Have you ever been forced to l1ave sex?

l 

I 

1 

I 

1. Yes

2 

2 

2 

2 

2. No

Now I will like to ask you some questions about ,vays of spreading and preventing HIV

64. Can HIV be spread through mosquitoes?

65. Can HIV be spread by sl1aring cooking utensils

66. Can HIV be transmitted from mother to cl1ild?

67. Can HIV be transmitted th1·ough t1·ansf us1on

of infected and unscreened blood

68. Can HIV be spread througl1 sl1aring of sharp obJect?

l . 
? 

69. Cail I-IIV be spread throug]1 sexua 111tercourse . 

70. Can treatment reduce mother to child trans1nission of HIV?

t d by using condoms correctly all the time?

71. Can HIV be preven e 

99 

• 

I. Yes 2. No

1. Yes 2. No

1. Yes 2. No

1 Yes 2. No

1 Yes 2 No 

1 'res 2. No

1 Yes 2. To

l Yes 2 "o 

• 

• 
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• 0

• 0 

THANK YOU FOR YOUR '11ME.

• 

• 

• 
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